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COMMENTS ON THE REPORT OF THE 
COMMITTEE ON PSYCHIATRIC STAND- 
ARDS AND POLICIES OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 
M. A. TaruMIANZ, M. D.,* 
Farnhurst, Del. 

In the past one hundred years the Ameri- 
ean Psychiatrie Association has assumed the 
ereat responsibility of creating policies and 
standards for the care and treatment of the 
mentally ill, as well as fostering research 
work for the prevention and treatment of 
mental diseases. The American Psychiatric 
Association has followed more or less a con- 
servative approach for such achievement. 
However, in recent years the Association be- 
came cognizant of the fact that the attention 
of the entire nation was focused upon the 
need for adequate preventive and curative 
mental health services for all the people and 
that there was a definite demand for such 
hospital and out-patient services within the 
means of all classes of society. 

The American Psychiatrie Association rec- 
ognized the fact that adequate psychiatric 
service has not been available to the mass of 
our population. It is very common not to 
find a psychiatrist within a radius of over 
one hundred miles. Most of the psychiatrists 
are located in large cities and in mental hos- 
pitals. Psychiatrie service rendered by hos- 
pitals and elinies has never been on the 
Same basis as the services of other branches 
of medicine in general hospitals. It was ree- 
ognized by the Association that complete re- 
organization of hospital and out-patient ser- 
vices will be necessary. A uniform requisite 
for admission of patients to mental hospitals 
Should be considered as vital. Outside of a 
few the majority of cases should be considered 
on a voluntary admission basis. Through 
education, such a procedure will become a 
rule rather thai the exception. The Asso- 
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ciation felt that state hospitals for mentally 
ill should be so well planned that the public 
will accept them on the same basis as general 
hospitals. It is obvious that such services 
can be rendered to the people only through 
a competent staff. A true medical and 
psychiatric service can be rendered to the 
patients of our hospitals through competent 
personnel which cannot be obtained in any 
state without consideration of salaries of such 
a personnel. The Association became greatly 
econeerned about the standards related to 
clinical activities. In the majority of our 
hospitals the most skillful psychiatrists are 
relegated to administrative responsibilities 
while the person to person treatment to our 
patients was delegated to the younger and 
less experienced staff members. The Asso- 
clation felt that it should be organized on 
such a basis that the service will radiate fron 
its central headquarters to the whole of the 
United States as well as Canada and other 
eountries of our hemisphere. 


MENTAL HospiraALS SHOULD LEAD THE Way 

Although marked strides have been made 
in hospitals for mental diseases in the last 
twenty years, the institutions have not reach- 
ed the highest ideals and in the past four years 
have deteriorated considerably due to lack of 
personnel and equipment. Most of the hos- 
pitals in the country should be reorganized 
and restaffed. 


The adequate recognition of psychiatry de- 
pends on standards created by mental hos- 
pitals and elinies, since all medical services 
emanate from the hospitals. Every recog- 
nized psychiatric hospital should be so well 
planned that the medical man and the publie 
will accept them, thus publie trust and con- 
fidence of the medical profession will be es- 
tablished. Such service can be rendered to 
the people only through a separation of the 
acutely and subacutely ill, as well as con- 
ralescent cases, from the chronic. Approach- 
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ing this situation very realistically, it was 
felt that every hospital should assume the 
responsibility of excellent care and treat- 
ment of acutely ill by a competent staff of 
psychiatrists, well trained graduate male and 
female nurses and such other aides as are 
deemed necessary, thus giving the patients a 
great opportunity for reeovery. The cost 
for such care should be considered on the 
same basis as the cost of the physically acute- 
ly al in an approved general hospital. It is 
also deemed essential to include the cost for 
such services in the policies of the ‘‘ Blue 
Cross’’ and other hospital imsurance plans. 
The establishment of such a department in 
each mental hospital will institute a much 
greater bond with all general hospitals, medi- 
eal schools and practicing physicians, thus 
stimulating a very desirable and badly need- 
ed understanding of mental health by the 
public. It is quite obvious that we are in an 
especially important era in regard to psychia- 
try. Never before has there been so much 
interest among medical men and lay people 
in psychiatry. Naturally the war and post- 
war conditions have stimulated this interest 
to a great extent and men are wanting in- 
struction in psychiatry—men who would like 
to go into psychiatry, who have had general 
training in medicine. It is evident that this 
ealls for a new reorganization in our concepts 
of psychiatric teaching and in the type of 
service that should be organized in the com- 
munity. There should be a new integration 
of state mental hospitals with general hos- 
pitals and medical schools. 

The Association advocates that there 
should be a psychiatrist on the staff of every 
general hospital of a certain size, to do con- 
sultation work, not only of the traditional 
psyehiatrie nature, but also to help with the 
psyechoneuroses and psychosomatic medical 
eases, both on the surgical and on the medical 
wards. They should also be available for out- 
patient work, thus increasing the preventive 
work. There should be a new type of rela- 
tionship between the general hospitals and 
state hospitals. The medical schools should 
supply-men from their staffs to do teaching 
in state hospitals. This could be in the na- 
ture of seminars, discussions of case read- 
ings, bedside teaching and lectures. The 
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senior men in the state hospitals should re- 
ceive appointments on the teaching staffs of 
our medical schools. 

The Association hopes also that some time 
before a degree in medicine was granted, 
each student would have had to serve some 
weeks on the staff of a state hospital doing 
practical clinical work. 

The new standards for psychiatric hos- 
pitals and out-patient clinics prepared by the 
Committee on Psychiatric Standards and 
Policies were approved and adopted by the 
Association and published in the American 
Journal of Psychiatry, Vol. 102, No. 2, Sept. 
1945. In the opinion of the Association the 
standards apply to large state hospitals 
and not to small institutions, particularly 
those connected with medical schools. It is 
obvious that these small teaching centers 
should be well-staffed and should carry on 
teaching and research work as well as have 
high standards of psychiatric care. One 
cannot expect these standards exercised 
literally in such teaching and other small 
hospitals. 

STANDARDS FOR PSYCHIATRIC HOSPITALS 

1. ‘‘All hospitals should have a_ small 
unit or department which will take the place 
of the present receiving ward, where patients 
upon admission will remain a brief period 
(usually not to exceed two weeks) to be 
classified and housed according to their con- 
dition. This unit will require the services 
of a psychiatrist for every 30 patients under 
observation; a graduate nurse for every 4 
patients and a trained attendant for every 6 
patients under observation. 

2. ‘‘Approved hospitals should have a 
special unit or department for acutely men- 
tally ill, where a patient will receive individ- 
ual medical, psychiatric, nursing care and 
treatment, and individual services in the 
field of occupational, recreational and allied 
therapy. Intensive psychotherapy, in con- 
junction with physio-hydro-therapy, as well 
as modern organic therapy must be consid- 
ered as indispensable in each ease. The size 
of such a unit should aecord with the admis- 
sions within a three to six months’ period. 
This unit will have a small sub-unit for dis- 
turbed acutely ill individuals who will re- 
ceive the same individual care and treatment. 
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‘All cases in the unit for acutely ill 
should be housed either in single rooms or in 
small dormitories. Such a unit will require 
a psychiatrist for every 30 patients; a grad- 
uate nurse for every 4 patients; a trained 
attendant for every 6 patients; a physio- 
hydro-therapist, an  occupational-therapist, 
and a recreational therapist for every 30 
patients requiring such treatment, and any 
other service indicated. 

3. ‘*‘Hospitals should have a unit or de- 
partment for a convalesecing group where a 
patient will receive somewhat similar care, 
although not requiring as intensive treat- 
ment as in the unit for the acutely ill. The 
size of such a unit will be determined by the 
number of home convalescing patients dur- 
ing a period of six months. Such a unit will 
require a psychiatrist for every 50 patients; 
a graduate nurse for every 10 patients; a 
trained attendant for every 7 patients; an 
occupational therapist for every 30 patients; 
a recreational therapist for every 50 patients, 
and any other service indicated. 

4. ‘*‘Hospitals assuming responsibility for 
patients with a favorable prognosis but who 
require intensive prolonged treatment and 
care should have a unit or department for 
such patients. Such a re-educational service 
will require a_ psychiatrist for every 75 
patients; a graduate nurse for every 25 pa- 
tients; a trained attendant for every 8 pa- 
tients; a physio-hydro-therapist, an oceupa- 
tional therapist and a recreational therapist 
for every 75 patients, and any other service 
indicated. This unit will have a special sub- 
unit for chronic disturbed patients. 

). ‘*Hospitals receiving patients who re- 
quire continued treatment should have a 
special unit or department. Such a unit will 
need a psychiatrist for every 200 patients; a 
graduate nurse for every 40 patients; a 
trained attendant for every 6 patients; a 
physio-hydro-therapist for every 200 pa- 
tients; an occupational therapist for every 
00 patients; a re-educational therapist for 
every 50 patients; a recreational therapist 
for every 100 patients, and any other service 
indieated. 

6. ‘‘Hospitals receiving senile and arteri- 
osclerotic patients, should have a special 
unit or department for such patients. Such 


DELAWARE STATE MEDICAL JOURNAL 115 


service will require a psychiatrist for every 
200 patients; a graduate nurse for every 50 
patients; a trained attendant for every 8 
patients; an occupational-recreational thera- 
pist for every 100 patients, and any other 
service indicated. This department will also 
include a special infirmary section with a 
graduate nurse in charge. 

7. ‘‘Hospitals should have a special unit 
known as a medical and surgical department 
for patients who are actually physically ill, 
requiring either medical or surgical treat- 
ment. This unit will require well trained 
physicians, who have had adequate experi- 
ence in general medicine and general sur- 
every, with some psychiatric background. 
This unit should meet minimum standards of 
the American College of Surgeons. 

8. ‘‘Mental hospitals receiving children 
under 16 years of age, will require a special 
unit or department known as the children’s 
unit. Such a unit will require the service of 
a psychiatrist, who has had training and ex- 
perience in a child guidance eliniec, and pret- 
erably pediatrics, for every 30 children; a 
graduate nurse tor every 10 children; a 
trained attendant for every 7 children; a 
teacher for every 20 children; an occupa- 
tional-recreational therapist for every 30 
ehildren; a physio-hydro-therapist for every 
30 children; and any other service indicated. 

9. ‘‘If a mental hospital receives alco- 
holies and/or other drug addicts, it should 
have a special unit or department for their 
eare and treatment. Such a unit will require 
a psychiatrist for every 25 patients; a grad- 
uate nurse and a trained attendant for every 
8 patients; a physio-hydro-therapist for every 
25 patients; an occupational therapist for 
every 50 patients; a recreational therapist 
for every 30 patients; and any other service 
indicated. 

10. ‘‘Mental hospitals should have a 
special unit or department for tuberculous 
patients. Such a unit will require the servi- 
ees of a physician experienced in the field of 
tuberculosis for every 75 patients and a 
psychiatrist for every 100 patients; a grad- 
uate nurse for every 5 patients; a trained 
attendant for every 6 patients; an occupa- 
tional therapist for every 25 patients, and 
any other service indicated. 
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‘‘No institution can be considered a mod- 
ern hospital unless it has adequate facilities 
for all types of physical examinations and 
tests required by the American College of 
Surgeons, including well organized clinical 
and pathological laboratories under compe- 
tent direction; a roentgenological depart- 
ment; and a medical library under super- 
vision of the clinical director. 

‘‘Every approved hospital should be un- 
der the management and direction of a super- 
intendent, who should be a well qualified 
physician and experienced psychiatrist with 
administrative ability, whose appointment 
and removal should not be controlled by par- 
tisan politics. In hospitals with a population 
of more than 1,000 patients there should be 
an assistant superintendent, who should be 
an experienced and well qualified psychia- 
trist as well as a good administrator. 

‘*Sinece adequate service can be rendered 
to the patients only through a competent 
staff, it should be imperative for every men- 
tal hospital to have a very well trained and 
experienced psychiatrist as clinical director, 
who will be the coordinator and stimulating 
head of the medical staff, and who will or- 
ganize systematic instruction and rotation 
of service for the members of the staff. He 
should institute and supervise seminars for 
scientific discussions at frequent intervals. 
Staff meetings should be held at regular in- 
tervals, not less than once a week, under the 
direction of the clinical director. 

‘*Tt is desirable that the superintendent or 
medical director, the assistant superinten- 
dent and the clinical director should be 
divlomates of the American Board of Psy- 
chiatry and Neurology. 

‘*Salaries for the above positions should at 
least be comparable to those of specialists in 
other fields of medicine in the respective 
communities. 

‘Every member of the staff of each hos- 
pital should be encouraged to devote a cer- 
tain number of hours per week to research 
or scientifie study and investigation. 

‘Tt is desirable that every mental hospital 
have a well organized department of clinical 
psychology. 

‘‘All nursing, ineluding attendants, in the 
mental hospitals must be placed under the 
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director of nursing, who would be responsible 
to the individual authority of each service, 
to the clinical director and the superinten- 
dent of the hospital. 

‘‘It is desirable that the director of nurses 
should be a graduate of an approved school 
of nursing affiliated with a general hospital, 
who has the degree of Bachelor of Science of 
Nursing Edueation or its equivalent, and 
who has had a post-graduate course in psy- 
chiatric nursing in a _ recognized hospital. 
She should have had at least five years’ ex- 
perience including special training in admin- 
istration. 

‘Tt is desirable that every mental hospital 
should have a training school for nurses 
wherever possible, as well as affiliate nursing 
courses. 

‘Mental hospitals should attempt to have 
a larger corps of well trained psychiatric 
nursing instructors. Many hospitals have 
been impeded and retarded in their eduea- 
tional programs for nurses and attendants 
by the seareity of properly qualified instruc- 
tors. It is suggested that every hospita! 
should attempt to develop a_ post-graduate 
course for such instructors at the university 
level, wherever possible, and under the con- 
trol of the universities using mental hos- 
pitals for practical training. 

‘Every approved hospital should have a 
minimum of one trained social worker for 
every 100 annual admissions, under the di- 
rection of a chief, who will so organize the 
department that there will be adequate pre- 
admission, admission and follow-up services. 

‘*Psychiatrie social workers should be 
graduates of an approved school of social 
work with at least 800 hours of supervised 
work experience in a psychiatric agency. 

‘“‘The chief psychiatric social worker 
should have had three years’ additional pro- 
fessional experience, at least two being in a 
psychiatric hospital and clinic. 

‘Every mental hospital should have the 
services of a well organized dental depart- 
ment, under the direction of a well qualified 
dentist. 

‘‘Every hospital should have the services 
of a well organized department of pharmacy. 

‘‘All non-medical administration duties 
should be rendered through a special service 
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department, headed by the proper medical 
officer or business manager, under direction 
of the superintendent. 

‘(The medical record system in a mental 
hospital should be under the supervision of 
a medical records librarian, fully qualified 
and if possible accredited by the American 
Association of Medical Record Librarians. 

‘‘Every hospital should have a regular 
library for the patients, under the direction 
of a librarian.”’ 

The Association feels that every well think- 
ing administrator of psychiatric hospitals, as 
well as the vast majority of psychiatrists, 
will wholeheartedly support this approach 
of the American Psychiatrie Association. 
Hlowever, this will not be sufficient to carry 
out the program for the ideal pJan for psy- 
chiatrie service. It will be necessary for the 
organized medical profession through its 
many channels, to induce the public as a 
whole to become cognizant of the importance 
of this program and to prepare their repre- 
sentatives to think seriously how to make this 
program a reality. 

The American Psychiatrie Association 
urges every state mental hospital to consider 
a minimum of five dollars per eapita per 
diem necessary for the care and treatment of 
acute, sub-acute and convalescent cases and 
two dollars and fifty cents per eapita per 
diem for the care of various types of chronic 
cases. 





THE NERVOUS VETERAN, 

A Preliminary Study of Causes* 
JOHN A. DorRING, M. D.,** 
Farnhurst, Del. 

The problems of nervousness, emotional 
instability and maladjustment have been re- 
celving increasing attention in both medieal 
and lay literature. They were given impetus 
during the war, first, because of the large 
number of our young men rejected from mili- 
tary service for neuro-psychiatrie reasons; 
and second, due to the large number of men 
discharged from the service or assigned to 
non-ecombatant duties by reason of their in- 


‘ 





*From the Veterans Traveling Convalescent Clinic, 
M. A. Tarumianz, M. D., Director, Psychological tests and 
pattern analyses, by Joseph F. Jastak, Ph. D., Chief Psy- 
chologist. 
ew Acting Clinical Director, Delaware Mental Hygiene 

inic. 
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ability to adjust to the stresses of military 
life. 

Many theories have been advanced and 
much has been written about the nervous 
soldier. As yet we have no satisfactory an- 
swer as to why one person can adjust where 
another fails. This problem is not only one 
of military interest but important to the 
whole country. Because of the number of 
beds occupied by mental patients, and the 
large number of persons unable to function 
efficiently in our social structure, it is vital 
that every effort be made to uncover and cor- 
rect the cause of this economic disaster: men- 
tal illness. 

This study is but a preliminary investiga- 
tion on a relatively small number of eases, 
undertaken with the objective of finding some 
clues, some guide-posts, to lead us further in 
the knowledge of the origins of maladjust- 
ments and the neuroses. We have selected 
forty-five neuropsychiatric cases from the 
files of the Veterans’ Traveling Convalescent 
Clinie for study; the eriteria being, that each 
ease has been studied both psychiatrically 
and psychologically so that there may be an 
objective approach to the problem. 

Among the eases studied only three were 
eolored. This ratio of race is disproportion- 
ate to the population figures of our state. The 
discrepancy can probably be explained by the 
faet that the colored people were less aware 
of the elinie services and significance. It. is 
not necessarily an indication of the relative 
frequency of disability. 

The youngest patient was nineteen and the 
oldest forty. Two were in their teens, 31 be- 
tween the ages of twenty and twenty-nine and 
and the remaiming 12 were in their thirties. 
This proportion coineides with the reported 
age ratios in military service allowing for the 
fact that one or more years have elapsed 
since these persons were inducted. Of those 
under thirty years of age, 65% were single 
and of the remainder one was divoreed. In 
the age group above thirty, 34 were or had 
been married and 1/3 of these were separa- 
ted from their wives. 

Separation from the home and a foreign 
environment have been offered as causes for 
many of the breakdowns in military service. 
In the group studied we find that 71% gave 
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a history of nervous symptoms or maladjust- 
ment prior to entering the service and the 
majority of these served in this country only. 
. In our series only 38% had been overseas 

and, of these 17 cases, 4 had had symptoms 
before entering the service, 11 developed 
symptoms in the service prior to leaving the 
country, and only 2 had typical combat re- 
actions. 


One of these, #94 G. V. C., was a twenty-one- 
year-old white youth, whose father had 
drunk to excess and died in a state hospital, 
and whose parents had separated when G. 
was less than two years old. He was raised 
by his mother, and from his description was 
abnormally attached to her, “a mother’s 
boy.” G. is of average intelligence but only 
received six years of grade school education 
and has been employed as helper and truck- 
driver prior to entering the Service. 

G. denies any nervous symptoms until after 
he had served with an armored unit in 
Europe. In 45 days of combat, during which 
he was strafed, bombed and shelled fre- 
quently, he became restless, jittery, lost his 
appetite and suffered disturbed sleep. He 
had a comparatively minor vehicle accident 
but now complains of many resultant so- 
matic disabilities. In addition, he continues 
to suffer from battle dreams, rolling and 
tumbling in his sleep, startle reactions to 
loud noises, tremulousness, anorexia and in- 
ability to mingle with others. G. was con- 
sidered to be an emotionally immature and 
dependent personality, suffering from com- 
bat reaction. 


Among the eases studied, the diagnosis of 
psychoneurosis or one of its sub-groups was 
made in 58%. 22% were considered to be 
either inadequate personalities or simple 
adult maladjustments. The remainder in- 
eluded epilepsy, cerebro-spinal syphilis, and 
dementia praecox. These last named had 
been discharged from the service because of 
their illnesses. One veteran had been dis- 
charged because of nephritis. Two eases, or 
5%, had received discharges without honor 
beeause of alcoholism and maladjustment. 
26% of those studied had received medical 
discharges for other neuropsychiatric rea- 
sons. Analysis of the case histories of the 
last group reveals that more than half had 
definite symptoms prior to entering the ser- 
vice. | 

#87 N. G. W. was referred for nervousness 

and insomnia which he related to frequent 

attacks of malaria while in the service. This 
twenty-five-year-old white youth had been 
previously known to the Mental Hygiene 

Clinic when, at the age of fourteen, he was 


examined because of his troublesomeness in 
school where he was noisy and refused to 
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obey or conform. N. is one of nine siblings 
whose mother related that ever since he had 
struck his right temple when he fell on the 
ice, at about the age of seven years, he had 
been a very nervous child. When inter- 
viewed N. related that after he left school 
he had had difficulty finding satisfactory 
work, as he was a “wood specialist” and 
most shops were so noisy that they “got on 
his nerves and made him jittery.” Probably 
because of his difficulty in social adjust- 
ment, N. sought security in the Army prior 
to Pearl Harbor. As a regular Army man, 
stationed in the Pacific, N. was subjected to 
the original December 7th raid, as well as 
180 bombing attacks, usually at night. He 
also served about 40 days on the Guadal- 
canal hills exposed to snipers and Shell-fire 
before being evacuated for nervousness. He 
relates that he was not particularly scared 
until a close bomb hit killed 8 of his friends 
and, following this, he found himself crying 
and tremulous. He was diagnosed as com- 
bat reaction. 

In breaking down the predominance of 
symptoms as presented by the patients at the 
time of their initial interview, we note that 
anxieties were most prevalent, being listed 
14 times. Headaches of a conversion type, 
tenseness and tremulousness were next, fol- 
lowed by complaints of depression, disturbed 
sleep, irritability and anorexia. Somatic 
complaints, such as low back pain, nervous 
stomach and weakness, were next most fre- 
quent, in company with impulsiveness, quar- 
relsomeness and impaired concentration. 

During military service we were impressed 
by the apparent relation between lack of edu- 
eation and nervousness or maladjustment. 
But in this study of a small group from a ra- 
ther representative cross-section of our coun- 
try, we note that only 6 eases had less than 
an eighth-grade education, while 56% had 
either graduated from grade school or had 
some high-school education, and 31% had 
graduated from high school: or had one or 
more years of college. In this respect psycho- 
logical testing revealed that 85% were of av- 
erage intelligence, 5% borderline and 10% of 
superior intelligence. | 

Another factor which has been presented 
4s causative in mental illness is that of the 
broken home. We found only 40% could be 
said to have come from unsatisfactory homes. 
Evaluation of this figure depends upon an 
understanding of the criteria used. We em- 
ploy the term only when brief interrogation 
reveals that the patient was from a home 
which had been broken by the death of one or 
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the other parent, a home disturbed by sepa- 


ration, divorce, drinking, or mental illness, 


or a home considered unsatisfactory because 
of marked over-indulgence, protection or re- 


jection of the patient. 


#19 C. T. K., A typical example of an unsat- 
isfactory home and its effect is shown in the 
case of C. whose father had been drinking to 
excess as long as C could remember and his 
parents separated when C. was twenty- 
three. Because of the father’s alcoholism he 
never adequately supported his family and 
frequently embarrassed them by his beha- 
vior. The paternal grandparents had sepa- 
rated and 2 paternal uncles had been state 
hospital patients. It is reported that during 
C.’s childhood he had occasional night-ter- 
rors and nightmares but otherwise his de- 
velopment is described as normal and he 
had always been a “good boy.” Throughout 
his life C. was backward and “does not take 
up with everybody,’ apparently shy and 
seclusive. : 
Shortly after enlistment in the service he 
had a rather severe inoculation reaction, fol- 
lowing which he developed many somatic 
complaints, anxieties and loss of self-confi- 
dence, so that after discharge he was unable 
to return to his previous employment. 
Analysis of the social adjustment, exclud- 
ing neurotic traits, revealed no significant 
difference between those from unsatisfactory 
homes and those from apparently good en- 
vironments; in fact, the incidence of aleco- 
holie excess was twice as great among the 
latter. 

From the experiences in World War I and 
those of our Allies before we entered the re- 
cent conflict, the military had coneluded that 
morale was a very important factor in pre- 
venting mental breakdowns or maladjust- 
ments. Military morale can be analyzed 
either as a transient state of enthusiasm 
brought about by pep talks and propaganda ; 
or it can be somewhat more permanent be- 
cause of the prolonged training in under- 
standing of causes and effects, unit pride and 
identification, with respect and admiration 
for leadership. Or, then again, morale may 
be based on more deepseated factors, such as 
social motivation, volition, will-power and 
the desire to be socially constructive. 

In this study the factors of motivation and 
volition were analyzed as determined objec- 
tively in the psychological test pattern. It 
was found that 65% of the cases had appre- 
clably diminished scores, indicating low voli- 
tion and motivation, as compared to other 
scores. Of this group more than half had 
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symptoms before entering the service. About 
50% of those considered low in drive were 
diagnosed neurotic and 35% maladjusted or 
inadequate persons. Of the remainder, 2 
were diagnosed as psychotic and another as 
epilepsy associated with chronic alcoholism 
in a badly maladjusted personality. 


Since this psychological factor of low mo- 
tivation seems to be so important, a compari- 
son with the group having normal will-power 
is in order. Comparison of intellectual ca- 
pacity in this small group was not contribu- 
tory, as all those of borderline intelligence 
revealed good volitional qualities, whereas, 
all of low-average intelligence were low in 
motivation. Three-fourths of those with 
average scores and a little more than 14 of 
those of high-average intelligence revealed 
poor willpower. But only 1/5 ef those in the 
group of superior intelligence had low will- 
power. Five had less than an eighth-grade 
education, 15 had graduated from grade 
school or had some high school training, and 
8 had graduated from high school or had one 
or more years of college. 


The home environment and possibly he- 
redity, because the parents make or break the 
home, appear to be the most significant fac- 
tors. Forty-seven percent of those revealing 
low volitional factors came from obviously 
unsatisfactory homes as compared to 29% of 
the other group. In each group 18% admit- 
ted to excessive indulgence in_ alcohol. 
Thirty-two percent of the first group admit- 
ted to poor work records, while none of the 
others did. Both groups were equal in the 
number of broken marriages. 


In the large group which had revealed evi- 
dence of maladjustment prior to entering 
the service, about 70% had low volitional 
scores. 

When considered as to diagnoses, we note 
that those whose psychological pattern indi- 
cates poor volition are about evenly divided 
between neuroses and  maladjustments. 
Whereas, our figures show that where moti- 
vation scores were good, only one case was 
considered to be a maladjusted person, and 
he was of borderline intelligence, from a 
broken home, with a long history of delin- 
quency. 
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#66 B. Z. A twenty-six-year-old male, of 
Polish descent, had been known to the Men- 
tal Hygiene Clinic thirteen years previously. 
At that time he was examined at the re- 
quest of the Juvenile Court because of ma- 
licious mischief. We note that he is the 
youngest of 3 siblings. His parents had sepa- 
rated and the mother remarried only to sepa- 
rate again. B. was found to be of borderline 
intelligence, with an attitude of indifference 
about his offense and its significance. He 
was re-examined three years later by which 
time he had added four more offenses, in- 
cluding larceny, to his record. He related 
that he had attended school through the 
eighth grade, following which he had had 
many different jobs, changing either because 
of arguments with employer or because he 
just didn’t like them. He stated that he had 
a defective toe amputated so that he could 
enlist in the service, but in spite of his ap- 
parent good intentions did not adjust well. 
He was frequently transferred to various 
units and readily admits having been AWOL 
ten times and courtmartialed three times. 
He was hospitalized in the Army for seven 
months for nervousness prior. to receiving 
an honorable discharge. 

B. complains that he worries about things, 
becomes easily irritated and says things 
that he does not mean. His examination re- 
vealed marked vasomotor instability and he 
was diagnosed as emotionally unstable, in- 
adequate personality. 


Continuing further with the pattern an- 
alysis, we observed impaired reasoning in 
only 138% of the eases and these were all 
characterized by severe anxiety. A typical 
introversion pattern was observed in 2, 1 of 
whom had been diagnosed at the Mental 
Hygiene Clinic as pre-schizoid prior to en- 
tering the service. 


SUMMARY 

By reason of the large number of neuro- 
psychiatric rejections and _ easualties in 
World War II, this problem is gaining 
prominence and attention and warrants an 
all-out effort to determine its cause and cure. 
This brief study attempts to provide through 
objective analysis a starting point for fur- 
ther research and reveals that age, race and 
educational level are not significant factors. 
Marital maladjustment was as_ expected, 
higher among the older age group. 

Separation from the home environment 
was not in itself contributory, as a majority 
had revealed symptoms of maladjustment 
prior to entering service. Many did allege 
aggravation of old symptoms or the presence 
of new complaints which interfered with 
their adjustment and efficiency. Symptoms 
of anxiety and somatic conversion were the 
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most frequently presented. The military 
services recognizes these disabilities and dis- 
charged 45% of our series for neuropsychia- 
tric reasons, and permitted only about 1/3 
overseas duties. 

An objective analysis of the psychometric 
subtest patterns reveals that low volitional 
and motivation factors are present in a sig- 
nificant majority of those studied. Most of 
these had symptoms as evidence of maladjust- 
ment for many years and a disproportionate 
number were from unsatisfactory homes. 
There was no significant relationship _be- 
tween education, intellectual capacity and 
volitional traits. Psychiatrie diagnoses were 
based upon clinical findings and we found 
that when motivational scores were satisfac- 
tory, the patients had been considered psycho- 
neurotic; whereas 50% of those with low 
scores were diagnosed as maladjusted or in- 
adequate personalities. 

CONCLUSION 

This preliminary study seems to indicate 
the need for further objective research into 
the relation of will-power and motivation to 
mental illness and social maladjustment. It 
indicates the necessity of reorganizing diag- 
nostic concepts in accordance with total per- 
sonality structure, and suggests that heredity 
or early environment is responsible for the 
outstanding personality defeet—lack of volli- 
tion. 





PROBLEMS OF PSYCHIATRIC 
DIAGNOSIS 
G. J. Gorpon, M. D.,* 
Farnhurst, Del. 

While psychiatry has considerably ad- 
vanced in scope and therapeutic effort, the 
psychiatrist continues to find himself in a 
somewhat awkward position in regard to his 
diagnostic problems. This is usually ex- 
plained by the fact that his understanding oi 
the personality problem runs far ahead of 
the standard classification in use, and that 


he is limited to pigeon-holing the case for 


statistical purposes. But it is certainly more 
than the standard elassification that is re- 
sponsible for the persistence of errors in 
diagnosis. 

One cannot fail to note that erring is 





*Senior Assistant Physician, Delaware State Hospital. 
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human, and that psychiatric diagnosis like 
any other human endeavor is beset with the 
frailties of all human effort. There are 
several reasons for diagnostic failures. The 
most elementary is the lack of congruity be- 
tween the diagnostic label and the complexi- 
ties of the biodynamics of mental deviations. 
This has been generally recognized as a 
serious drawback prone to detract the value 
of any formal diagnosis. Its defects become 
quite evident in borderline states which share 
essential characteristics of two or more 
eroupings. Cases of schizophrenic reaction 
following malaria therapy of neurosyphi- 
lis, eases of general paresis with a schizo- 
phrenic pattern, and those not uncommon in- 
stances of affective-schizophrenic mixtures 
come to mind. But there is really not so 
much trouble with the attempt at classifica- 
tion as with the arbitrariness with which it 
is often made. There is always an easy way 
out of what seems to be a diagnostic impasse 
into the definiteness of simple group concepts 
on which all classification is based. 

On close scrutiny the group concepts are 
rigid, but they cannot be too flexible because 
they are designed to be guide posts in a field 
where there are still too many unknown and 
unexplored areas. Rigid adherence to diag- 
nostic labels has administrative advantagee. 
One may not care to mix up the psychoneu- 
rotie reactions, the cyclothymic states and 
the involutional psychoses proper just be- 
cause all are liable to oceur at the menopausal 
phase. Yet many of the former conditions 
have unfortunately ended up under the head- 
ing of involutional psychosis. It is surpris- 
ing, indeed, to find how little the organic or 
endocrinological factors amount to in such 
cases, especially when glandular therapy 
terminates in failure or when other methods 
are successful without the use of glandular 
therapy. 

Naturally one cannot or should not allow 
therapeutic considerations to interfere with 
one’s diagnostic concepts. From the view- 
point of therapy a psychopathic state may be 
intractable whereas a psychosis may be a 
therapeutic success. Likewise a precox case 
may respond excellently to electroshock 
treatment whereas a cyclothymic reaction 
may not. But one eannot state that a precox 
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iS NOt precox because sO many, or so few, 
clectroshock treatments have turned the tide 
of psychosis. Certainly such a stand cannot 
be taken as long as phenomenological criteria 
guide the diagnosis. Then, the evaluation of 
treatment success will not prejudice the diag- 
nostician against thinking of a schizophrenic 
reaction as being favorable or benign as it 
most fortunately often turns out to be. Nei- 
ther will it prejudice one against the diagno- 
sis of dementia precox in general for con- 
siderations lying outside the patient’s prob- 
lems as for example considerations for his 
family, his friends, or his employer. 

For the sake of scientific truth it will be 
wiser to keep psychiatric cases undiagnosed 
than to label them falsely. There should be 
no reasonable objection to any objective re- 
eording of facets, so there should be no rea- 
sonable objection to calling a spade a spade, 
or a precox a precox, whether favorable in 
outcome or not. 

There are many labels toward which the 
psyehiatrist may feel prejudiced for the sake 
of considerations outside the ken of facts. 
But it seems better from the viewpoint of 
policy to stick to the facts. 

One may feel prejudiced against the diag- 
nosis of psychopathy. In some places the 
diagnosis of psychopathic personality is 
shunned for reasons of avoiding social 
stigma, in others the same diagnosis is over- 
worked to cover up ignorance of the multi- 
farious aberrations of the mind. 

Psychopathie states have their distinctive 
and universal characteristics the analysis of 
which should permit a balaneed and objec- 
tive diagnosis. Our methods of observation 
and examination will have to be improved by 
reference to a more highly differentiated 
trait classification with the aid of psycho- 
metric tests. Most current psychometric 
proceedures are too short and unreliable to 
bring out the nuclear elements of the person- 
ality. Appropriate test interpretation lags 
far behind test administration, and such 
vague concepts as inadequacy, instability or 
maladjustment become diagnostic expedicnts. 

Much more serious objections could be 
raised to the diagnosis of mental deficieney 
in many instances on objective grounds. The 
reason is that the mental deficieney group in- 
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cludes the most incongruous mixture of con- 
ditions which are still in need of etiological 
clarification. Furthermore, in the realm of 
subnormal intelligence, the stable and the 
unstable, the relatively well organized and 
the unorganized should be strictly separated. 
It is to be expected that under this label hide 
many instances of psychosis with no mental 
deficiency whatsoever. More accurate psy- 
chometric test methods are apt to eliminate 
the possibility of wrong classification in a 
group that appears especially vulnerable 
from the viewpoint of rash and superficial 
diagnosis followed by decisions of serious 
consequence such as relegation to an institu- 
tion for the feeble-minded, neglect of etiolog- 
ical therapy, and worse yet, legalized steril- 
ization procedure. 

Much of the diagnostic difficulties arise 
from the lack of uniformity in the accepted 
diagnostic classification. Some terms are 
strictly etiological, others are strictly phen- 
omenological. It is doubtless true that dif- 
ferent individuals react to the same type of 
trauma, be it physical or mental, in a dif- 
ferent manner. Thus, the reactions or the 
reactors appear more divergent than the 
etiologies. To whatever extent this fact may 
involve classification, a double or even multi- 
ple diagnosis will oceasionally be ineseapa- 
ble. This would not constitute a setback as 
it becomes a more general custom to define 
the nature of the traumatic situation as dual 
or multiple from the standpoint of both 
eause and effect. The real trouble, how- 
ever, begins at a point where the effect is 
known but not the cause, and where the 
etiological element is inadvertently or un- 
knowingly misunderstood or misplaced. 

While it still holds true that psychological 
mechanisms are credited with the develop- 
ment of abnormal mental patterns, their 
physiological correlates are barely known, 
and while the term ‘‘funetional’’ is still ad- 
hered to for descriptive purposes, the somatic 
aspects are often pushed into the background 
with the result that subjective interpretation 
prevails over objective fact finding. 

The progress of psychiatry will, of course, 
not alone depend on improved classification 
procedures, but on a more profound synthe- 
sis of data coming from the allied psycholog- 
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ical field and from the biochemical and 
pathological laboratory. Psychiatry within 
its own sphere will have to set up non-over- 
lapping criteria of comparison to promote 
multiple and differential therapeutic proce- 
dures wherever necessary. 





EMOTIONAL VACUUM AND 
ALCOHOLISM 

F. A. FreyvHan, M. D.,* .. 
Farnhurst, Del. 

The eomplex problem of alcoholism re- 
quires a very realistic attitude from the medi- 
eal profession. A continuous re-evaluation 
of concepts is necessary, especially in view 
of the fact that alcoholism seems to increase 
far more rapidly than indicated by incon- 
elusive statistics. The development of inter- 
pretative psychiatry has led to a current ten- 
dency to elassify all aleoholies as ‘‘sick 
people’’ and to refer to aleoholism as a neu- 
rosis. This approach oversimplifies actual 
conditions at the expense of certain realities. 
A generalized presentation of the aleoholic 
according to which he is a conflict ridden in- 
dividual who, unable to face or solve them, 
drinks in order to numb his troubled mind, 
would lead one to believe that an adequate 
therapeutic approach should be compara- 
tively simple and effective. It has almost 
become a platitude to call the alcoholic an 
‘feseapist’’ who has to be induced to recog- 
nize his inner conflicts, gain insight and thus 
overcome his addiction. 

Actualities, however, give very little reason 
for prognostic optimism and nothing would 
be more unjustified than satisfaction with 
the present therapeutie methods. It is of the 
greatest importance to have a realistic appre- 
ciation of therapeutic potentialities. Anyone 
who has sufficient experience with alcoholics 
knows that the majority of addicts relapse, 
regardless of the type of therapeutic man- 
agement. Neither animal experiments, inves- 
tigating the psychopharmocology of aleohol, 
nor dynamic interpretation of motives have 
been instrumental in improving the prog- 
nostic prospects. 

It is evident that the diversity of person- 
ality types who become addicted to alcohol 
requires an individual approach rather than 
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generalizing theories. It is nevertheless de- 
sirable to reduce the variety of etiological 
factors to groups with a common denomi- 
nator. : 

The existence of psychopathological fac- 
tors seems to have been over-evaluated and it 
becomes increasingly clear that a very sub- 
stantial number of alcoholics cannot be re- 
garded as ‘‘sick.’’ An analysis of personality 
eomponents and a seareh for repressed or un- 
conscious conflicts generally fails to reveal any 
evidence of a neurosis. An ever increasing 
number of aleoholies can be understood only 
through recognition of sociopathological fae- 
tors of which one of the most important one’s 
can be defined as an ‘‘emotional vacuum.’’ 
These alcoholics drink because, bluntly 
speaking, there is nothing else to do to break 
the monotony of their lives. Their problem, 
for instanee, begins at 5:00 p. m. when they 
leave their offices and are on their way home. 
They face a vacuum. Lack of cultural in- 
terests, a sterile home atmosphere, marriage 
relations which have grown stale lead these 
individuals to the next cocktail lounge or beer 
eirden. A crowd composed of such individ- 
uals is still much larger on Saturday at noon 
when the weekend looms ahead as a prolong- 
ed period of boredom and emptiness. Many 
people from all walks of life become aleohol- 
ics beeause drinking places offered the only 
existing diversion. This is especially true in 
smaller cities which completely lack any 
trace of cultural activities and where movies 
seem to be the only source of enlightenment 
or entertainment. 

It will be said, of course, that it is up to the 
individual and his eapacity for experiences 
to evaluate life situations as dull or faseinat- 
ing. While this fundamental truth cannot 
be contested, it must be added that monotony 
ean be a reality and does not merely reflect 
in individual’s lack of capability to interest 
himself. An emotional vacuum as a mass 
phenomenon is a_ sociopathological problem 
vhich points toward the existence of a cul- 
tural erisis. It simply means that a _ vast 
number of people completely lack a_philos- 
ophy of living. The recognition of sociopa- 
thological aspects of alcoholism has certainly 
been negleeted in the contemporary litera- 
ture. The only social factor which is com- 
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monly discussed, is economic insecurity and 
its relationship to inebriety. The last few 
years of relative prosperity have produced a 
rapid inerease of aleoholism—a facet which 
seems to minimize the importance of eco- 
nomic insecurity as an etiological factor. <A 
primary cultural theory of an essential as- 
pect of aleohol addiction is overdue for ac- 
ceptance in psychiatrie thinking. 

Psychiatrie analysis of any _ personality 
may reveal certain factors which may seem 
to be of potential psychopathological signifi- 
eanee. In dealing with these factors, how- 
ever, our outlook should be psychiatric, not 
psychiatristic. The mere existence of latent 
psyehoneurotie trends is non-explanatory 
pertaining to the etiology of aleohol addic- 
tion. 

Experiences during the war have re-em- 
phasized the time honored knowledge of re- 
lations between general morale and mental 
stability. Reliable reports disclosed that the 
ineidence of psychoneurotie reactions in the 
armed forces was smallest in groups with 
vood leadership. Many psychiatrists seem 
to feel that considerations of interrelation- 
ship between general morale and the aleo- 
holic individual is of little value as it does 
not contribute to the therapeutic problem 
which, after all, is confined to the individual. 
The aleoholic patient, however, must not 
merely be considered as an individual but 
also as a social person. The therapeutie 
management in its last and final stage cannot 
avoid the responsibility of reorienting the 
patient’s outlook toward life. This is un- 
doubtedly the most erucial, most difficult, 
most responsible and most neglected aspect of 
therapy. It is useless to foeus attention ex- 
elusively on analysis of personality factors 
and the development of insight if the patient 
remains bored with life. Since the physician 
cannot assume the role of edueator, minister 
or philosopher, his only approach to this 
problem is usually one of so called ‘‘substitu- 
tive treatment’’ consisting of suggesting hob- 
bies and various occupations. Since it is 
fundamental to direct the patient at new 
emotional experiences, a _ recreational and 
educational therapy ean be _ tremendously 
helpful. In the majority of cases, however, 
these measures are not sufficient to stimulate 
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a new affection or reorientation of the inner 
attitude toward life. 

The more fundamental solution to this 
problem lies in re-education. While the con- 
cept of re-education has become a familiar 
tool in psychiatric language, it is hardly 
more than a vague phrase and is not based 
on any real pedagogic principles. The chief 
goal of any educational effort should be the 
development of emotional maturity, self-dis- 
cipline, personal and social responsibility. 
These qualities represent the stigmata of any 
cultural society. The designation of ‘‘lack of 
will power’’ as a causative factor of alcohol 
addiction has figured prominently in the 
literature on this subject. During recent 
years the discussion of this factor has been 
more or less abandoned either because it was 
felt that it is too vague and lacks psycholog- 
ical differentiation or because it smells sus- 
piciously of moral judgment. These obser- 
vations are undoubtedly based on sound rea- 
soning. The fact remains that there exists a 
human attitude of lack of will power which 
manifests an absence of conviction, aim and 
purpose. An increase of this attitude in a 
society must be related to inadequate educa- 
tion. The great Hellenic teachers and 
philosophers knew this and directed educa- 
tion at the development of strong characters 
which they coneeived to be the prerequisite 
for the functioning of democracy. If one 
compares their superior philosophy with the 
eurrent ideas on so called ‘‘ progressive edu- 
eation’’ one may be led to reorient one’s 
concepts on mental hygiene. Modern peda- 
gogy has been influenced by badly misunder- 
stood psychiatric theories. Ever since the 
concepts on repression and inhibition made 
their way into the general literature, educators 
arrived at the fallacious conelusion that any 
kind of discipline would be harmful and 
should be banned as radically as_ possible. 
Not long ago a prominent member of the staff 
of a child’s guidance elinie remarked in a 
speech to parents that discipline was not only 
psychologically harmful but also ‘‘undemo- 
eratic.’’ Psychiatrists have neglected to ex- 
plain that while repression and inhibition 
are under certain circumstances causative 
factors in psychopathology, they are also 
necessary fundamental elements in the human 
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personality and are essential for the develop- 
ment of the cultured person. Social respon- 
sibility in a democracy depends on these vir- 
tues. Would it be heretical to say that the 
study of the Hellenic philosophy on education 
eould contribute an immensely richer and 
sounder material to the subject of mental 
hygiene than a vast number of current articles 
and pamphlets? Francis J. Braceland in a 
recent speech on ‘‘ Psychiatry and the Return- 
ing Veteran’’ emphasized ‘‘that psychiatry 
has its limitation and that its tenets are not 
applicable to all fields of knowledge.’’ If it 
comes to education, or for that matter re-edu- 
eation, psychiatry must take its knowledge 
from the pedagogic sciences, whereas, in re- 
verse, there is very little that psychiatry can 
contribute to the subject of education. 

Will power as a psychological phenomenon 
eannot be separated from any kind of educa- 
tional task. Psychiatry, in spite of the hopes 
of optimists, will never be able to cure the ills 
of society. Psychiatric treatment taking the 
form of re-education must be reinforced 
through contact with other intellectual forces. 
The establishment of interest, enthusiasm and 
affection can be achieved in the members of 
any group or society in which cultural activi- 
ties, of whatever nature they may be, per- 
meate the public atmosphere. Enthusiasm and 
the aroused sense of social responsibility can 
completely replace the emotional vacuum of 
the aleoholic. Abraham Myerson mentioned 
the case of a man whom he had to examine in 
a camp in World War I. This man was sup- 
posed to be a psychopathic drunkard and was 
recommended for discharge from the Army, 
but while the technicalities of discharging him 
were being unwound, his regiment moved to 
Franee and he became one of the greatest 
heroes of the American Expeditionary Force. 
Since re-education cannot be exclusively or 
successfully built on psychiatric concepts, one 
may seriously explore the possibilities for set- 
ting up re-edueational clinics for alcoholics 
where, in addition to psychiatrists, represen- 
tatives of various cultural forces would con- 
struct a program of systematic re-education. 

If committees and organizations on Mental 
Hygiene want to approach the problem of al- 
cohol addiction on a realistic basis, they have 
to impress society with the fact that the so- 
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cial element, or rather the sociopathological 
factor constitutes one of the basic causa- 
tive forces. No longer should the average 
alcoholic be presented as someone who ‘‘runs 
away from something.’’ It should be stressed 
instead that alcoholism is closely linked with 
social factors and that its geographical dis- 
tribution, for instance, depends on cultural 
patterns. Psychiatrists and their various 
aides have to keep in mind that psychodynamic 
factors operate just as effectively in people 
of nations or cultures with a low incidence of 
alcoholism as in those among whom the num- 
ber of addicts is excessively large and con- 
tinues to increase. 

In treating the alcoholic individual no 
psychiatrist should fail to study all aspects of 
his patient’s life situation. The therapeutic 
management, at first clinical, later psycholog- 
ical, must in its final phase combat the emo- 
tional vacuum through reorientation of pa- 
tients’ attitude toward life. Only those who 
fully appreciate the difficulty of this task will 
have a realistic comprehension of therapeutic 
potentialities in the treatment of aleoholism 
as a mass phenomenon. 





“PROLONGED ELECTROCONVULSIVE 
THERAPY” 
G. J. Gordon, M. D.,* 
AND 
M. B. ZimsBuer, M. D., 
Farnhurst, Del. 

EKleetroshock therapy has become known to 
be the most harmless and the most widely ac- 
cepted form of shock therapy in the psychia- 
trie field. It combines comparative safety 
if applied toa carefully selected material, with 
easy applicability and a saving of time and 
energy to the supervising personnel. Its sue- 


‘ cess has been firmly established in the treat- 


ment of certain types of acute psychosis such 
as eyclothymic and involutional depressions 
and some forms of dementia praecox. By con- 
trast, it has failed to achieve significant resuits 
in certain types of neurosis, in the hebephrenic 
and simple type of schizophrenia, in paranoid 
condition, in the psychoses associated with 
mental deficiency and psyehopathie states. 


_— 
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The handicaps imposed by the war situa- 
tion due to lack of attendants and nurses and 
to the need for efficient short-cut methods in 
the handling of a type of patient considered 
refractory, chronic and custodial, inevitably 
led to the acceptance of the electro-convulsive 
treatment as a valuable aid in overcoming 
those difficulties which would formerly have 
ealled for extensive and prolonged application 
of such conservative methods as hydro-, nareo- 
and psychotherapy alone or combined. 

The symptomatic relief afrorded by electro- 
shock treatments was early recognized even in 
eases which ultimately did not react favorably. 
Noisy patients would, thus, become quiet, and 
destructive reactions subside under the impact 
of a short series of treatments although no 
definite hope for permanent change could be 
held out in view of the distinct evidence of 
previous treatment failures. 

At first there existed a considerable reluc- 
tance to the forced repetition ad infinitum of 
the electroshock seizures as an agent of symp- 
tomatie relief. The possibility of damage from 
the electric current used in this type of treat- 
ment had to be seriously considered and still 
is a controversial issue. But in spite of the 
anticipation of some complication, there ap- 
parently has been no demonstrable evidence 
of any ill effect that would allow the justifiea- 
tion of an alarmist attitude. That electro- 
shock treatment can be pushed to an extreme 
without apparent harm, if skillfully handled, 
is testified to by the experience of other elini- 
eal observers. Although we are fully aware 
of the liability to severe criticism, such 
strenuous efforts seem at times to entail de- 
served rewards both for the patient and for the 
therapist, and, it is rather a matter of perse- 
verance that perhaps in the end, brings quite 
unexpected results. 

Each of the following eases is designed to 
show the merit of persistence in the appliea- 
tion of shock treatment for definite objectives. 

Case I 

IF’. H. is a white female, 46 years of age. She 
was committed to the Delaware State Hospital 
in 1931 with eatatonic symptoms. Her father 
was aleoholic and nervous, and one brother 
was addicted to aleohol. Patient *attended 
business college and worked as a stenographer, 
bookkeeper and governess. She got married in 
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1928. In 1929 she appeared to be worried, 
nervous and restless. She was hospitalized for 
a time in a sanitarium. When admitted to the 
State Hospital, she appeared negativistic, be!- 
ligerent, disturbed and untidy. She would 
tear off her clothes and frequently walk 
around her room entirely nude. At other 
times she hid her face under a blanket espe- 
cially when an employee entered the room. iit 
was impossible to change her clothes because 
she would bite, kick and throw trays on the 
floor. She needed frequent tube feedings. She 
often had outbursts of catatonic excitement 
while alone in her room. She talked con- 
stantly in a very loud manner and in a deep, 
masculine voice, disturbing her neighbors. 
Content of thought was jumbled, formless and 
obscene. 

Patient received conservative treatment 
such as hydrotherapy and sedation, for five 
years without any improvement. In May, 
1938, patient underwent insulin shock treat- 
ments. The result of these treatments was 
discussed by Morrow in 1938. At that time 
patient received 38 insulin treatments with 
twelve typical comas and 11 epileptiform seiz- 
ures. For several months patient remained in 
an improved condition. However, she still 
displayed psychotic manifestations and _ re- 
mained very unstable. At first she took in- 
terest in her appearance, kept her clothing on 
and became tidy. She was quiet and coopera- 
tive enough to be taken outside daily for rec- 
reation. She never showed any insight into 
her condition. For instance, she would relue- 
tantly accept the fact that she was in Dela- 
ware, and think that she had been married 
only two years. Soon she began to show a re- 
lapse. In the beginning she started to suspect 
that her jewelry had been stolen from her, and 
she accused the nurses of having her wedding 
ring. When her husband, who had_ been 
working in the west, visited her and told her 
he was going to move to the east, she was at 
first pleased over the prospect of seeing him 
more frequently but she could not understand 
the circumstances of the change. She fre- 
quently talked about not wanting to be a char- 
ity ease. She became more and more irritable 
and had “periods of depression. She refused 
food occasionally and started talking loudly in 
a delusional and excited manner. She would 
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wander about the ward. No sooner had she 
lapsed into her psychotic state than it became 
very difficult to manage her. From time to 
time she disrobed herself, would not get out of 
bed and, as in the past, pulled the sheet over 
her head. In March, 1939, patient showed 
signs of untidiness and antagonism toward 
men. 

Metrazol treatments were instituted on 
April 16, 1939, and, until July 28th, patient 
had 11 major convulsive reactions. Aiter the 
4th treatment patient showed some improve- 
ment. She became more sociable, started to 
eat in the dining room and helped with ward 
work. However, she still remained somewhat 
distant and paranoid toward the ward physi- 
eian. During an interview she would be 
baffled as to why she was not allowed to go 
home, and why she could not have keys. She 
did not seem to grasp the fact that she was 
oblivious to many things that had occurred 
during her illness. Patient remained in a 
fairly good condition until August, 1939, when 
she again had a setback, and a second course 
of metrazol treatments was started. This 
treatment was continued until December 8th 
when she had her 23rd treatment. However. 
patient did not show any improvement, and in 
February, 1940, treatment was resumed. Dur- 
ing the same year she had 12 treatments. Off 
and on she had psychotic episodes when si 
would talk out of the window, appear accus:- 
tory toward her roommates and require seda- 
tives. Metrazol shock treatments were con- 
tinued in 1941 and in 1942, and during that 
time she had 19 treatments. Altogether she 
had 65 metrazol treatments. It became ini- 
possible to continue the treatments beeaus? 
patient became frightened and _ resentful. 
Therefore, electroshock treatments were start- 
ed November 18, 1942. This treatment was 
eontinued until May 9, 1946, and during this 
time patient had altogether 204 electroshoc’: 
treatments. In addition she had two metra- 
z0l shock treatments in January, 1945. The 
treatment plan was clearly indicated by the 
episodie outbursts of disturbed behavior 
while during the .quiet intervals the treatment 
practically came to a standstill. 

Case IT 

H. H., a white female, was admitted to this 

hospital for the first time in January, 1935, 
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at the age of 44. She improved and was 
paroled in April, 1935. Second commitment 
occurred on March 7, 1940. Diagnosis was 
made of Manie-Depressive Psychosis. Patient 
is the oldest of eight siblings. She was grad- 
uated from parochial school at the age of 18 
and, after attending a business college for 16 
months, worked for a large company. It was 
known that she was always rather quiet, re- 
served, somewhat seclusive and retiring. She 
was industrious and always tried to assume 
responsibility for her family. She was a poor 
mixer and was attached to her mother. She 
was highly sensitive. Since the age of 21 pa- 
tient worked with a large company, appeared 
well adjusted in her work, and was considered 
conscientious and capable. The first manic at- 
tack was precipitated by the illness’ of her 
mother who suffered a sudden stroke. At first 
she appeared worried, started to accuse her 
sister and brother of selfishness and com- 
plained of their desire that the mother should 
die. At the same time patient was convinced 
that her mother’s death was imminent. Patient 
was overactive. After a time patient became 
rather indifferent toward her mother and 
turned optimistic about her mother’s health. 
She would eall up friends by phone and boast 
about the remarkable improvement in her 
mother’s health. She even made some long dis- 
tance ealls. Soon patient began to express the 
thought that everyone should support himself. 
She wanted to return to work. She thought 
that everyone in the house was insane. She 
became gay and carefree. She made the 
statement that within two months she was 
eoing to be a doctor because she took a First 
Aid course in high sehool. Upon the advice 
of her sister and brother, she went on a trip to 
visit relatives; however, it did not help much. 
and she became more irritable and impatient. 
Sleep became more difficult. She declared 
she had various clandestine love affairs. She 
changed her clothes frequently and used pow- 
der and rouge. 

When patient entered the hospital, she was 
tense, tremulous and uncooperative. There 
was reduced motor activity. However, speech 
Was overproductive, and occasionally she ap- 
peared incoherent. She showed a tendency to 
use silly stereotyped phrases and spoke of 
mysterious secrets which she promised to di- 
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vulge later. She exhibited a self-satisfied atti- 
tude. A mood of mild elation was predomin- 
ant. With pack treatments and sedatives she 
quieted down. She participated in occupation- 
al therapy classes. Following parole in 1935, 
she resumed her work and appeared normal in 
every respect. She made her home with her 
sister who assumed most of the responsibility 
for the other members of the family. She 
eajoyed going out and meeting people. In 
February, 1939, patient felt tired and was 
compelled to take a vacation in the country tor 
two weeks, after which she appeared improved. 
In January, 1940, her sister changed her posi- 
tion and moved to another state. Immediately 
atter her sister’s departure patient had to as- 
sume the responsibility for the home. She be- 
came worried, apparently due to unemploy- 
ment of a brother, and lapsed into a depres- 
sion. She was quiet, showed psychomotor 
retardation, was weak and fatigued. 

She was in a general hospital for several 
weeks and from there was transferred to the 
State Hospital. Patient was in a depressive 
state on admission, apathetic, indifferent, and 
incontinent. She had to be spoon-fed. Her 
responses were monosyllabic. She soon im- 
proved with benzedrine and continuous bath 
treatment, became alert, spontaneous and con- 
tinent. She regained her self-confidence 
and participated in recreational activities, 
and corresponded with members of her family. 
In May, 1940, there was another manie attack. 
She became tense, restless, elated, loud, over- 
active and flighty. Pack treatments in the 
day time and sedatives at night were of no 
help, and patient gradually lapsed into a con- 
fused state, became hallucinated, irrelevant, 
noisy and ineontinent. for some time she re- 
mained quiet but she never recovered from 
this manic attack. There was an exhibition- 
istic tendeney. She thought that thousands of 
people were going to rape her. She lost con-~ 
siderable weight and in December, 1941, her 
weight was down to 80 pounds in spite of 2. 
foreed feeding regime. 

On December 3, 1941, shock treatments were 
instituted, and up until February 2, 1942, 12 
electroshock treatments were given her. Then 
she became more cooperative although remain- 
ing untidy and mildly confused She gained 
weight, reaching 125 pounds. Frequent treat- 
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ments had to be given as she continued to show 
signs of relapse. Only in May, 1942, appeared 
patient coherent and relevant and made a bet- 
ter adjustment; however, she never showed 
any real stability. From time to time she was 
markedly disturbed, restless, noisy, even pro- 
fane and destructive. By the end of 1942 
patient had received 60 electroshock treat- 
ments. She appeared physically well, but men- 
tally unstable, with restless and noisy epi- 
sodes. Until January 24, 1946, patient had a 
total of 143 electroshock treatments. She 
would talk freely about her family. Her eal- 
culation ability was satisfactory. In February, 
1946, she revealed under sodium amytal that 
she had always been a ‘‘perfect lady,’’ and 
the more she talked about this subject the more 
determined was her voice. However, she did 
not reveal any insight. She claimed that she 
eame voluntarily to the hospital because she 
was tired and worn out. She did not remem- 
ber any of her disturbed periods. She ex- 
pressed willingness to go back to her old job. 
There were no delusions or hallucinations. 
She was self-satisfied and thought she was 
perfect in everything she did. Definite hypo- 
manic tendencies were in evidence. 


Case III 


M. C., a white female, was first admitted to 
the State Hospital on June 2, 1927, at the age 
of 23. She was paroled in February, 1928. 
Patient graduated from parochial school and 
worked as a clerk since the age of 16. She 
was sociable, belonged to numerous clubs, 
was ambitious and bright. Her first attack 
occurred at the age of 17. At that time she 
was overactive, restless, and irrelevant in 
her talk. In 1922 she had a second attack 
which necessitated hospitalization for 6 
months. Her diagnosis was Maniec-Depresive 
Psychosis, Manie Type. For a while she be- 
lieved that her food was poisoned, that she 
was doped, that she had no blood, and that she 
was going to be electrocuted. There was in- 
tense fear. The third attack oceurred in 
1927. She was in a rundown condition and 
lost weight, would not eat, and was subject 
to insomnia. She talked incessantly and be- 
came violent when opposed. She recovered 
with conservative treatment and was paroled 
in February, 1928. The opinion on the na- 
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ture of her psychosis was divided, and de- 
mentia praecox was seriously considered. 

In October, 1937, patient took a cruise to 
Cuba with her sister. During this trip she 
showed signs of excitement. She became over- 
active and remained this way during the en- 
tire journey. She drank considerably and 
started to talk irrelevantly. Upon her return 
home she went back to work but was so inea- 
pacitated that in November, 1937, hospitaliza- 
tion was again necessary. She remained in a 
hospital for a time and was transferred from 
there to the Delaware State Hospital in March, 
1938. Here she remained in a mute state for a 
time and then would burst into loud, silly 
laughter, obscenities and irrelevant talk. She 
was irritable and destructive. No rapport 
could be established. Her facial expression 
was vacant. She was assaultive on numerous ° 
occasions. Hydrotherapy and sedatives did 
not bring about any improvement, and the im- 
pression of the attending physician was that 
patient was actually a ease of schizophrenia. 

In April, 1939, patient had a series of in- 
sulin shock treatments without any signs of 
improvement. She remained irrational, de- 
structive and assaultive. At times patient ap- 
peared excited, overtalkative and destructive 
to clothing and furniture. There was a steady 
regression in behavior. Metrazol shock treat- 
ments were instituted. After the first 5 treat- 
ments patient showed some improvement. She 
took some interest in her appearance, even 
accepted her sister’s visit in a friendly man- 
ner. On her own initiative she started to at- 
tend occupational therapy classes. Treat- 
ments were continued ; however, after 17 treat- 
ments, patient became suddenly destructive 
and assaultive. At times she would talk to the 
physician in a friendly manner but frequently 
would jump out of bed and start to fight. She 
displayed various mannerisms, and expressed 
bizarre delusions. Metrazol treatments were 
stopped. Patient remained in an improved 
eondition until September, 1939, when it was 
decided to resume metrazol injections. After 
more metrazol treatments patient quieted 
down again and became friendly and affec- 
tionate in a childish manner. She wandered 
around the ward and started to look at pic- 
tures in magazines without making an attempt 
at reading. She slept well. After having re- 
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ceived a total of 24 shock treatments she un- 
expectedly showed a marked improvement. 
She talked freely about her past, asked for 
permission to go home on weekends, and was 
paroled in June, 1940. Until 1943 she re- 
mained in satisfactory condition, while she 
was treated for menopausal symptoms. When 
her mother died, she became a little unstable 
and depressed, and frequently came to this 
hospital for interviews. She kept her job. 

However, her adjustment was superficial. 
In 1945 one of her sisters became ill and died. 
Patient soon became depressed: and accusa- 
tory, calling her sisters indifferent and incon- 
siderate. She began to talk irrationally. She 
was readmitted on December 6, 1945, and after 
the 16th electroshock treatment she began to 
talk spontaneously and was more observant. 
After her 22nd treatment patient showed sat- 
istactory emotional response and she was al- 
lowed to go home on weekends. She was again 
paroled January 26, 1946. On February 4, 
1946, patient voluntarily returned to the hos- 
pital. She appeared excited, morose, resented 
shock treatments and displayed paranoid ten- 
dencies. She even threatened to kill physician 
if he resumed treatments. Until May 13th 
patient had a total of 55 shock treatments, ef- 
fecting no permanent improvement. She has 
a habit of talking to herself and is oceasion- 
ally loud but her general conduct is more 
agreeable. On February 10, 1945, she had a 
sodium amytal interview during which autistic 
elements were revealed. The impression was 
gained that she showed a_ schizophrenic 
reaction. 

Case IV 

kK. T., a 22-year-old white female, showed 
peculiarities in childhood. She would not go 
outdoors unless accompanied by someone be- 
cause she was easily frightened by boys. At 
the age of 10 or 11 patient had night terrors 
and would remain in her mother’s bedroom. 
At school patient was at first extremely shy 
and asocial. However, the shyness gradually 
diminished, and she made a fairly good ad- 
justment. In 1941 she entered college. At the 
age of 14 she had difficulty in falling asleep 
and had the habit of keeping the window 
Shades down and the doors closed. She be- 
came more irritable, tense, apprehensive, and 
impudent with members of her family. She 
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admitted that she was subject to worrying 
and day-dreaming. After entering college 
she made a poor adjustment and complained 
that one of her teachers was making homo- 
sexual advances toward her. She was upset 
for a while but, after she was taken out for a 
short time to visit an uncle, she calmed down . 
and returned to college. Off and on she 
would show signs of depression and talk about 
the college situation in a derogatory manner. 
Finally she became hallucinated in the audi- 
tory sphere, paranoid, confused and panicky. 

She was admitted to a psychiatric hos- 
pital on October 20, 1943. There she was se- 
elusive, stared blankly, laughed without rea- 
son, was uncommunicative and hallueinated in 
the auditory sphere. She expressed ideas of 
influence, and made the remark that she was 
bothered by a lot of ‘‘corny women psycholo- 
gists.’ Diagnosis was made of Schizophrenia, 
Paranoid Type. Insulin shock treatments 
were instituted. She had a total of 82 treat- 
ments with 72 periods of stupor. In addition 
she had 9 metrazol shock treatments during 
the course of insulin. No improvement was 
noted. Patient remained silly, at times sullen 
and hallueinated. She heard a man’s voice 
who talked to her and made love to her. On 
April 9, 1945, she was admitted for further 
study and treatment. At that time she was un- 
cooperative, untidy, showed a marked tend- 
ency toward blocking, displayed mannerisms 
and grimacing. -On April 17, 1945, electro- 
shock treatments were started. At first she 
had a tendency to resist considerably to these 
treatments but soon she appeared more coop- 
erative. After 42 treatments patient volun- 
teered some information about her past. She 
described pseudo-hallucinations of the audi- 
tory variety which she explained as projection 
of her own thoughts in the form of questions 
and answers. However, she was preoccupied 
with sexual delusions based on abnormal sen- 
sations. Until May 13, 1946, she had reached 
a total of 70 shock treatments. At present she 
appears much improved, however, without at- 
tnining full remission. 

CASE V 

A. B. was committed to this hospital on 
September, 10, 1953, at the age of 63. She is 
a high school and business college graduate. 
Normally she was reserved, oversensitive, 
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easily hurt, and quick tempered. Her inter- 
ests were limited to reading and church ac- 
tivities. She took great interest in her home. 
At the age of 46 she got married to a man 14 
years her junior, whose low socio-economical 
standard and strong religious bend were a 
source of preoccupation and conflict. Patient 
was eager to have children. However, she 
declined to have an operation to make preg- 
nancy possible. Immediately after her mar- 
riage, patient had short attacks of depression. 
In 1931 she lapsed into a depressed stupor 
which called for her admission to a mental 
hospital. She improved somewhat within 6 
weeks. The symptoms displayed were not 
entirely characteristic of depression. She was 
overactive, negativistic and talked excitedly 
in a rambling and incoherent fashion, showed 
marked emotional swings, and was hallucinat- 
ed in the visual sphere. She appeared con- 
fused. Within two weeks she quieted down 
and developed some insight. She did no long- 
er express any self-accusatory ideas. Between 
1934 and 1935 patient’s condition necessita- 
ted hospitalization on three different ocea- 
sions. In 1942 patient was again hospitalized 
in a Sanitarium on account of depression. She 
remained there for 7 weeks but upon her re- 
turn home she lapsed again into a depressed 
and agitated state. She was assaultive toward 
ner’ husband, and threatened him with a 
knife. 

Her treatment consisted of convulsive ther- 
apy, but was followed only by temporary im- 
provement. She was later transferred to our 
hospital in an extremely agitated state. She 
had frequent erying spells, was preoccupied 
with ideas of death and suicide. She gave 
very little information about herself. At 
times she was incoherent in her responses. She 
soon became assaultive. On frequent occa- 
sions she kicked employees, or threw dishes 
in the dining room. Pack treatments were of 
little help, and on Sept. 17, 1943, electroshock 
treatments were instituted. After the 5th 
treatment she became more cooperative. Her 
appetite was good. She appeared more cheer- 
ful and talked fairly coherently. She partici- 
pated in occupational therapy  classwork. 
However, she still expressed the thought that 
nobody loved her, and that her husband was 
much older than she. After the 12th treat- 
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ment she became confused, and treatments had 
to be temporarily discontinued. This contu- 
sion subsided within two weeks. Thereafter 
she became coherent and relevant, talked 
fluently but wrote distorted letters home. It 
was evident that she had not entirely recoy- 
ered. Patient again became despondent, agi- 
tated and uncooperative. Krom Sept. 17th 
until Dee. 29th, 1943, she had 22 shock treat- 
ments. In January, 1944, treatments were re- 
sumed, and up to Feb. 16th she had a total of 
33 treatments. In February, 1944, metrazol 
shock treatments were started and during the 
year patient had 37 such treatments. In ad- 
dition she had, in 1945, 88 electroshock treat- 
ments. From Oct. 12, 1944 to Nov. 3, 1945, 
she had a total of 158 shock treatments (met- 
razol plus electroshock). This patient is calm- 
er and quieter, cooperative, is sleeping and 
eating well and has gained weight. She shows 
some impairment of memory. Her age level 
and the possibility of organic complications 
seem to preclude a more favorable outcome. 


CONCLUSION 

The application of prolonged electrocon- 
vulsive therapy to the just described and nu- 
merous other chronic patients was dictated as 
an emergency measure under difficult cireum- 
stances, yet there are many reasons why this 
method is going to stay. The risk of regres- 
sion is too serious In many instances of chronic 
psychosis to stand by idle or to rely on con- 
servative regimes which, more often than not, 
give little satisfaction to the patient and no 
encouragement to the physician. There are 
still too many unknown factors about the ba- 
sic principles involved in this method, and 
it is sincerely felt that it is still in the stage 
in which the experimental attitude of the 
therapist is an asset. Moore, and Kalinowski 
and Hoch have described as maintenance 
treatment a method of application designed to 
keep the optimal level of improvement in eases 
which do not enter into permanent remission. 

We believe that electroshock therapy ean 
and should be expanded to such chronic eases 
in which a tendeney to intermittent or period- 
ic exacerbations exists. There is ample justi- 
fication in such procedure, and the following 
points deserve serious consideration : 


(1) Resistance to therapy of one or the 
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other form has been established on previous 
experience, or 

(2) at times, the patient is admitted for 
further treatment after several previous 
therapeutic endeavors in the acute phase have 
failed. 

(3) Physical impairment due to unfavor- 
able attitudes of the patients can be forestall- 
ed (poor food intake, refusal to eat, need for 
tube-feedings, or parenteral fluid administra- 
tion). 

(4) Sedative therapy cannot be pushed 
beyond the eritical level, and overdosage can 
be easily avoided. 

(5) Violent outbursts can be more readily 
held in abeyance while the actual risks to life 
aid property are reduced to a minimum. 

(6) Mechanical restraints ean be limited 
or entirely abandoned. 

(7) There is still the potential element of 
unexpected gains. 

(S) In our experience, no evidence of per- 
manent impairment of mental faculties as a 
result of prolonged treatment has been ad- 
duced, and there was not a single serious ac- 
cident among the large group of chronic pa- 
tients thus treated. 
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VERBAL POLARITY IN DEMENTIA 
PRECOX 
JOSEPH JASTAK, Ph. D.,* 
and 
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Farnhurst, Del. 

It is becoming increasingly evident that ob- 
jective psychometric methods are of great 
value in the psyehiatrie analysis of mental 
disease and personality abnormalities. Exact 
laboratory techniques not only confirm clinica] 
impressions but inerease the possibilities of 
fine intra-individual differentiation impossible 
to attain with traditional clinical observation. 
Karl Menninger points out in his introduction 
to Rapaport’s book that ‘‘with the advent of 
the newer methods in psychological testing, 
psychiatry has come of age in the scientific 
world’’ and ‘‘that the psychological labora- 
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tory has become indispensible to the clinical 
psychiatrist.’’ He goes on to say: ‘‘In those 
early groping days of psychometry when psy- 
chological testing meant only the more specific 
measurement and description of intelligence, 
it was understandable that psychiatrists 


found it of minor value, useful only in cases 
of borderline mental deficiency. But that 
was a long time ago, as time is measured to- 
day. Psychological testing has come a long 
ways since then. It has come further than 
many psychiatrists realize. 

It is the department of mental science in 
which the greatest relative progress has been 
made in recent years.’’ ‘‘The matter of re- 
sults justifies a few additional words. I think 
many psychiatrists give only lip service to the 
importance of the psychological laboratory 
and of psychological testing because they are 
not wholly convineed of the validity of the 
newer psychological test indications. . . . but 
our experience here has shown time after time 
that the psychological test results point to 
more (or less) malignant condition than elini- 
eal observation had led us to suspect and fur- 
ther observation has usually proved the psy- 
chological tests correct.’’ ‘‘I cannot express 
my own endorsement of this book more stro2g- 
ly than to say that I believe that the practice 
of psychiatry without the assistance of mod- 
ern psychological testing. . . is as old-fashion- 
ed and out of date as would be the practice of 
orthopedies without the X-ray.’’ Menninger’s 
enthusiasm about psychological tests is shared 
by the present writers, but not without certain 
reservations. When he speaks of the newer 
methods of psychometric analysis, he has in 
mind the inter-individual and intra-individual 
interpretation of test results. In the old days 
the results from many different tests were 
added and averaged to yield one I. Q. The 
more recent approach to test interpretation is 
to regard test results as the outcome of the 
total personality of the patient. 

For example, when an individual obtains 
a vocabulary quotient of 120 and an arithme- 
tic quotient of 65, the two values are not aver- 
aged but their relationship carefully investi- 
gated and its meaning in regard to the pa- 
tient’s problems fully explained. The modern 
practice consists of studying many such rela- 
tionships derived from a large number of 
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heterogeneous test scales. The central question 
is not to find out whether the patient is dull or 
smart but to determine what personality fac- 
tors cause these striking and scientifically use- 
ful discrepancies in adjustment found almost 
daily-in abnormal individuals. Averages ob- 
secure precisely what the clinician is looking 
ior. On the contrary, analysis of the spread 
and distribution of many test quotients reveals 
the nature and degree of mental dysfunction- 
ing. Such studies increase the diagnostic ac- 
euracy beyond anything known to psychiatry 
in past decades. They also make psychometry 
the science of the individual in all his com- 
plexity. Each person is a law unto himself 
and each psychometric pattern is as distine- 
tive and meaningful as is the behavior pattern 
under investigation. No two persons are alike 
when viewed in terms of their test constella- 
tions. The complete individuation of test re- 
sults does not excuse the psychologist from 
organizing his thinking into practicable and 
diagnostically useful concepts of the human 
mind. It is impossible to comprehend the nu- 
merous variations and permutations of objec- 
tive test findings without a theory of the whole 
personality. 

The weakness of most studies in psycho- 
metric pattern analysis lies in the fact that 
they fail to provide an acceptable theory of 
human intelligence and character. They are 
too opportunistic and still too intuitive. <A 
further difficulty in the accurate analysis of 
test patterns is the choice of the validating 
criterion. Babcock, Rapaport, Wechsler and 
numerous other experimenters have used psy- 
chiatric classifications of mental illness as the 
starting point for their psychometric re- 
searches and as a comparative norm for their 
findings. The value of their conclusions is 
thus marred by the limitations of current psy- 
chiatric ideas and nomenclatures. Few psy- 
chiatrists believe that their groupings of men- 
tal ills have a sound basis in scientific observa- 
tion. Psychometry as a science cannot possi- 
bly advance by reference to systems of thought 
which are less scientific than itself. Like 
astronomy, physics and chemistry, psycho- 
metry must develop its own intrinsic criteria 
of comparison which will be applicable to all 
humans, sick and well. It must and ean in- 
fluence psychiatric thinking in such a way as 
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to modify and eliminate useless and imprac- 
ticable concepts of mental disease. Otherwise 
it merely perpetuates that which is inaccur- 
ate, unscientific and untenable in psychiatry. 
It can be most helpful to psychiatric progress 
only when it develops a comprehensive theory 
of the total personality by the observance of 
factual interrelationships extracted from its 
well-controlled experimental designs. Psychi- 
atric systems of mental classifications will be- 
come outmoded only after psychologists im- 
prove their psychometric systems far beyond 
the stage of present-day pattern analysis. 

In current investigations the emphasis has 
shifted from the determination of intelligence 
to the analysis of mental illness. What is real- 
ly needed is the exact determination of all 
mental factors intluencing human behavior, 
including intelligence, sanity, temperament, 
volition, and all the other personality traits 
known to exist. When the accurate measure- 
ment of the important mental factors is ac- 
complished, psychometry will become truly 
indispensible to psychiatry. Classifications of 
mental illness will then be expressed in terms 
of multiple but readily understandable indices 
and not in terms of vague descriptive cate- 
gories. Mathematical expression of several 
primary facets of the personality will take 
eare of the common overlapping found be- 
tween the various groups and classes of mental 
illness as conceived nowadays. 

It has been known for almost forty years 
that in mental illness the vocabulary test is 
less vulnerable than are most of the other tests 
employed in elinical practice. Babeoek has 
demonstrated some years ago that patients 
suffering from general paresis and from de- 
mentia precox have usually higher vocabu- 
lary ratings than memory ratings or manual 
performance ratings. Jastak has shown that 
the same relationship prevails in children with 
behavior disorders. It is a common observa- 
tion that practically all verbal tests are less 
affected by the aberrations of mental disease 
than are tests which require the learning of 
new impressions and the planning of manual- 
ly executed performances. This phenomenon 
has led to the practice of considering the vo- 
eabulary test a valid tool for the measurement 
of the pre-psychotie intelligence level of the 
patient. It has also been used for the estima- 
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tion of the degree of mental disorganization. 
Thus, if two patients have vocabulary quo- 
tients of 100, they are usually diagnosed as 
being of average intelligence regardless of the 
value of other test ratings. If the perform- 
anee quotient of one patient is 76 and of the 
other 63, the latter is considered more disor- 
ganized than the former. In many cases it 
is entirely legitimate to assume that the great- 
er the difference is between the vocabulary 
rating and some sort of efficiency rating the 
more severe is the mental disturbanee. But 
this is not always so. The verbal concept- 
efficiency theory is based on at least three un- 
verified assumptions. If the assumptions are 
correct, the theory and the clinical practices 
based on it are valid. If the assumptions are 
incorrect, the clinical interpretations it favors 
must be abandoned in favor of more universal- 
ly aeceptable procedures. 

The assumptions underlying the Babcock 
theory are as follows: (1) The vocabulary 
test is not appreciably influenced by the dis- 
turbanees of psychotics or if it is, the effect 
is a uniform or constant one in all cases. (2) 
The vocabulary test is a valid technique for 
the measurement of intelligence. (3) Memory 
tests, manual performances and other vulner- 
able tests are predominantly tests of mental 
efficiency rather than intellectual capacity. 
Clinieal experience and precise measurements 
seem to indicate that each one of these assump- 
tions is correct only in a small minority of 
eases and that therefore the Babeock method 
may not be used reliably for the study of eith- 
er intelligence or sanity. The vocabulary test 
is often strongly affected by mental disturb- 
anees. The vocabulary test correlates with 
intelligence only imperfectly. In this it re- 
sembles all other tests including the so-called 
efficieney tests. The so-called efficiency tests 
are frequently better tests of original intel- 
lectual capacity than is the vocabulary. The 
identification of the extent of one’s word 
knowledge with intellectual endowment is 
popular for two reasons. The vocabulary test 
yields one of the most reliable and most con- 
sistent psyechometrie measures. 

The vocabulary and similar verbal tests 
have the dubious distinction of measuring 
what is known as abstract intelligence. It is 
a facet that a highly reliable test is also a valid 
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test. What remains to be done is, of course, 
the establishment of the nature of its validity. 
How valid is the vocabulary, or any other test 
for that matter, in the determination of in- 
telligence? How valid is the vocabulary test 
in the study of temperament? How valid is 
the vocabulary test in the estimation of emo- 
tional stability? How valid is the voecabuiary 
test in the analysis of human motivation? 
How valid is the vocabulary test in assays of 
sehooling and education? How valid is it in 
the measurement of mental deterioration? 
How valid is it in estimates of specific verbal 
ability or neural polarity of the individual? 
If we assume for one moment that the vocabu- 
lary test is affected by all these variables, then 
it cannot be legitimately employed as a refer- 
ence point for the calculation of efficiency 
indices or deviation ratios to investigate the 
personality organization of the patient. 

Even if we admit that the vocabulary test 
is a very reliable and valid psychometric tool, 
we need not imply that its validity is limited 
to any one of the above-mentioned factors. 
Verbal tests are no better tests of abstract 
intelligence than are form board tests, draw- 
ing tests, picture tests, memory and attention 
tests. Intellect, sanity, temperament and will 
power have varying media of expression in 
different individuals. Mental disorganization 
is sometimes measured best by one test and 
sometimes by a totally different test. Intelli- 
zence is best determined by the use of differ- 
ent ratings in different persons. The mental 
capacity of human beings is expressed through 
many different channels. Sometimes the vo- 
eabulary test expresses it most adequately, 
sometimes arithmetic, sometimes verbal com- 
prehension and reasoning, sometimes manual 
activity and sometimes social adjustments. 
Each individual has his own distinctive me- 
dium of expression. The distribution of the 
most favored media of expression is random. 
Therefore every test is as good as every other 
test in measuring the native endowment of 
people. 

The inadequacy of the verbal concept-ef- 
ficiency idea has led some psychologists to 
search for new methods of expressing and in- 
terpreting the inter-test discrepancies of psy- 
chometriec examinations. Wechsler, for exam- 
ple, suggests the use of the mean of all test 
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scores as the reference point from which the 
numerous test deviations may be calculated. 
The mean ot many test ratings or quotients 
is an extraordinarily stable statistic. Its great 
mathematical reliability lends itself to the 
extraction of numerous deviation constants. 
Unfortunately these constants along with the 
means from which they are calculated are de- 
void of psychological meaning. The mean of 
many psychological ratings is a_ thoroughly 
heterogeneous value. It conceals within itself 
a multiplicity of undifferentiated effects. It 
is contaminated with all the variables that are 
to be isolated and measured in sensible and 
workable diagnosis. 

Here is a practical example of the imprac- 
ticability of the mean-deviation method. «A 
patient receives the following twelve quotients 
from twelve different, reliable scales: 96-72- 
68-67-67 -65-64-64-64-63-62-58. The patient is 
obviously psychotic and severely disorganized. 
The mean of all his tests is 67.5. The devia- 
tion ratio obtained by dividing the lowest 
score by the mean, to take only one instance, 
is 86. If applied to the general run of psy- 
chotie cases this value of 86 is quite high, in- 
dicating a perfectly normal personality. In 
reality the patient is more disturbed than most 
psychotics. Cases of this sort are so common 
in ordinary clinical practice that the mean- 
deviation ratio or mean-test difference is of 
little value in aiding the psychiatrist in elari- 
fying his ideas about the capacity or the men- 
tal condition of the patient. The first and 
foremost condition of a valid pattern analysis 
lies in the postulation of clear-cut, easily iden- 
tifiable psychological traits. Purely statisti- 
eal devices, no matter how reliable, will not 
do. If averages are used they must have a 
psychological rationale which insures homo- 
veneity of the resulting score. 

If the tests in a battery of twelve seales are 
reliable, their scores are equivalent in their 
psychological significance. The range of 
seores, from the highest to the lowest, is in fact 
more important than is the average of all tests. 
The highest rating, regardless of the test, is 
no less important than is the lowest rating. 
It represents the least vulnerable item in any 
one individual. Any test whatever may as- 
sume the position of the least sensitive item 
as far as the psychosis or the abnormality is 
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concerned. Vocabulary, reading, arithmetic, 
recall, picture reasoning, form boards will in 
different persons take the first position in com- 
parison with the achievements of a random 
sampling ot the population. This highest 
rating or perhaps the average of the highest 
three ratings, if statistical reliability is want- 
ed, will be closer to the potential capacity ot 
the individual than all the remaining ratings. 
It reflects the person’s level of highest mental! 
integration which is the most accurate opera- 
tional definition of intellectual endowment. It 
also serves as the most valuable intrinsic cri- 
terion from which all characterological or non- 
intellectual deviation ratios may be computed. 
The deviations from capacity fall into several! 
econgruous test clusters corresponding to sev- 
eral independent personality traits. Thus the 
measurement of several primary character 
traits becomes a distinct possibility. The defi- 
nitions and methods of clinical measurements 
of these traits will be deseribed in detail in a 
forthcoming volume by one of the writers. 

In this paper we are concerned with one of 
the non-intellectual factors which we eall the 
polarity of the human mind. It controlls the 
laterality orientation of the patient and with 
it the language aptitudes observable in people 
generally. This verbal polarity is found to 
be uncorrelated with intellectual capacity. 
This means simply that intellectually aver- 
age or even.superior persons may be deficient 
in vocabulary and in all the verbal functions 
measured by related verbal tests. Conversely, 
some intellectually inferior individuals may 
be relatively more adequate in the language 
functions than are intellectually average or 
superior individuals. 

We shall confine ourselves only to the 
measurement of native endowment and of neu- 
ral polarity, though other personality traits 
may be readily measured by the method here 
proposed. The tool used for this purpose is 
an experimental seale of twelve sub-tests de- 
veloped during fifteen years of experimenta- 
tion in the psychological laboratory. The 
battery is ealled the ‘‘Psychometrie Pat- 
terns.’’ It includes vocabulary, oral reading. 


information, analogies, comprehension, digit 
recall, mental arithmetic, picture anomalies. 
picture reasoning, symbol substitution, draw- 
ing and form boards. These tests have been 
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found to be far more reliable due to improved 
administration and scoring than most psy- 
chometric scales in current use. Our demon- 
stration will be on forty cases of dementia 
precox. Any other group of psychiatric cases 
could have been used with equally good re- 
sults. It can also be used on normal samplings 
of the population. 

The capacity scores of the forty eases of 
dementia precox are calculated by averaging 
the three highest quotients regardless of the 
nature of the tests falling in these positions. 
\When this is done in a random sampling of 
normal persons the correlations between ¢a- 
paeity seores and tests range from .42 to .58 
with an average correlations coefficient of 
about .50. Thus intelligence or the maximum 
level of mental integration accounts for only 
about 25% of the tetal variance of human 
achievement. Our capacity facwr is closely 
related to the general factor of Spearman iso- 
lated over forty years ago and also to Thur- 
stone’s general (first unrotated) factor which 
is invariably present in all multiple factor 
analyses. The average capacity score of our 
croup of 40 dementia preeox eases selected at 
random is 99.6. The range of capacity scores 
varies from 64 to 136. There are no signifi- 
cant differences in capacity between the vari- 
ous sub-groups of dementia preeox. Whether 
they are paranoid, catatonic, hebephrenic, 
simple, mixed or undetermined, their capaci- 
ties tend to be average with a suggestion of 
normal variability of seores below and above 
the average. This is as it should be, because 
the condition of dementia precox occurs at all 
levels of capacity. The native endowment of 
those suffering from dementia preeox is inde- 
pendent of the manifestations of their insan- 
ity. Insanity has no effect whatever on the 
intellectual capacity of men. It does affect 
certain achievements, abilities and adjust- 
ments, but it does not lower intellectual alti- 
tude as is commonly believed. The observed 
disorganization is not intellectual, but char- 
acterological. Character traits are in turn in- 
dependent of capacity. They may occur in 
various amounts and combinations in the 
genius as well as in the imbecile. 

Verbal polarity is revealed bv the deviation 
clusters from capacity of five tests of the psy- 
chometrie patterns. These are vocabulary, 
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reading, information, analogies, and compre- 
hension. The deviation ratios are calculated 
as follows. The standard seores (M 100, S. D. 
16) of the five tests are found. Suppose these 
are 82-91-93-97-105. Only the median three 
scores, in this case 91-93-97, are averaged. 
The average is 93.67. This value is divided 
by 107, the eapacity rating of the patient. 
The resulting quotient is 87.54 which, if trans- 
muted into a standard score, is exactly 100. 
The verbal polarity of this patient is there- 
fore average. If we had used the vocabulary 
rating of 82 as the patient’s intelligence quo- 
tient, we would have underestimated his ¢a- 
pacity by fully 25 points. This is what aet- 
ually happens in many eases in which the 
Babeock system of test analysis is employed. 
It should be pointed out that the polarity 
score is derived from a different cluster of 
tests in each patient. This principle of fac- 
torial diversification is one of the most im- 
portant discoveries of clinical psychology. It 
applies to the measurement of capacity as well 
as to the objective isolation of all other per- 
sonality traits. Verbal aptitude and language 
development are largely independent of na- 
tive capacity. The bright infant may be late 
and defective in articulate speech. The moron 
may be as good in his language abilities as his 
capacity permits. Reading and spelling dis- 
abilities occur at all levels of intelligence. 
Orton’s developmental motor apraxia is ran- 
domly distributed at all intelligence levels. 
The correlation between our polarity scores 
and capacity scores is within the probable 
error range of zero in a random sampling of 
any age group. The average polarity rating 
of the whole group of dementia precox pa- 
tients is 99.1. All subgroups of dementia 
precox tend to have average polarity ratings, 
95-102. The average polarity ratings of the 
various capacity levels in our group are simi- 
lar. 


Capacity Average Number 
Level Polarity of Cases 
120 - 140 104 7 
100 - 119 98 12 
80 - 99 99 17 
60 - 79 102 4 


This is another way of stating that verbal 
polarity may be high in eases of low capacity 
and unfavorable in eases of high eapacity. 
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Superior intellect may be associated with in- 
ferior or superior verbal ability. In most 
cases it is average. Most cases of average in- 
telligence have also average polarity scores. 
The distribution of capacity and polarity quo- 
tients approximates normal variability in the 
general population. In our demonstration 
group the incidence of both ratings is as given 
below. 


Standard Capacity Polarity 
Scores N N 
Below 70 2 3 
70 - 79 2 2 
80 - 89 8 7 
90 - 109 17 15 
110 - 119 4 9 
120 - 129 4 3 
130 - 139 3 1 


Verbal polarity as herein defined and meas- 
ured is an independent and primary mental 
trait of the non-intellectual variety. It de- 
pends on neural organization and not on the 
brain power of the individual. The ability to 
express oneself in language is no more intel- 
lectual than is the ability to comprehend and 
to employ spatial abstractions. Block con- 
structions are as good a test of intelligence as 
is the voeabulary test. Many persons are in- 
ferior and deficient in vocabulary from early 
infaney on despite good mental capacity. The 
vocabulary test, invulnerable though it is in 
the examination of psychotics, may not be 
used as a valid reference point tor the deriva- 
tion of factorial scores or of clinically mean- 
ingful personality scores. Deviations from 
the mean yield psychologically impure test 
patterns which are of little or no value in the 
experimental study of mental disease. A ran- 
dom sampling of psychotic individuals of all 
classifications are of average intelligence. This 
experimental finding is in harmony with com- 
mon sense observation. Sanity and intelli- 
gence are independent psychological entities. 
Their incidence is random in the general pop- 
ulation. One has no effect on the other, but 
both determine success and achievement in 
life situations as in tests. Sanity is not a 
homogeneous mental trait, but may be analyz- 
ed into various components by appropriate 
psychometric methods. 
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OPPOSES MERGER OF VOLUNTARY 
HEALTH AGENCIES 

In a statement strongly opposing recent at- 
tempts to merge the nation’s 20,000 voluntary 
health agencies D. B. Armstrong, M. D., Se. 
D., of New York, says that it is a move toward 
the ‘‘destruction of American institutions of 
freedom. ’’ 

Writing in the June 15 issue of The Jour- 
nal of the American Medical Association, Dr. 
Armstrong disclaims responsibility of the Na- 
tional Health Couneil for the recommenda- 
tions issued in the Gunn-Platt report in 1945. 
The report, directed primarily to professional! 
public health workers, recommended a com- 
plete reorganization of the national volun- 
tary health agencies and the pooling of their 
fund raising efforts. 

Although technically the study was made 
under the auspices of the council, Dr. Arm- 
strong, a former president and first executive 
officer, says that the recommendations should 
be credited solely to Selskar M. Gunn, C. P. 
H., and Philip S. Platt, Ph. D., grantees of the 
Rockefeller Foundation. | 

The Gunn-Platt report urges, among other 
things, the establishment of a health council 
in every community representing a voluntary 
unification of all local health societies. The 
report deplores the lack of central direction 
and planning and duplication of effort; it 
urges that present separate money-raising ap- 
peals be coordinated into a nation-wide cam- 
paign and asks that the two agencies with the 
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most effective money-raising devices — the 
tuberculosis and infantile paralysis groups— 
broaden their fields of interest and service. 

History indicates, the author says, that this 
effort, the third of its kind, urging consolida- 
tion of the independent health organizations, 
will fail. Dr. Armstrong states that ‘‘indeed, 
the primary objective of the council in the 
early 1920s was merger. While many other 
things attempted succeeded, merging failed 
completely. In the mid 1980s another major 
effort at amalgamation into one agency was 
made and again failed. Both those attempts 
were direct and honest approaches and con- 
vineced some participants and observers, at 
least, of the futility and lack of wisdom of the 
effort. Now, through the Gunn-Platt study 
and report, a third indirect and more devious 
approach is being made, this time working 
(rom the periphery inward. It is our opinion 
that this too is doomed to failure and that the 
idea is now ‘goimg down for the third time.’ 
The next time it is fished out of the roiled 
waters it should, it is to be hoped, be recog- 
nized as ‘a dead eat.’ ”’ 

Some of the facts and fallacies which have 
led the author to the econelusion that merger 
is both improbable and unwise follow in part. 

Facts: 

‘1. It is a fact that the national voluntary 
health agencies can do and are doing advan- 
tageously certain things in common. These 
include not only common mechanical services 
such as rentals, accounting, supplies, tele- 
phone service, shipping and library, but also 
many other mutual interests which ean, to a 
degree at least, be best served in common, 
such as certain phases of research, the develop- 
ment of health educational activities, personnel 
recruiting and management, statistical ser- 
vices, certain phases of state and local field 
organization and control and increased coop- 
eration with non-member organizations. 

‘2. It is a fact that resources for the sev- 
eral important voluntary health movements 
are uneven. This is of course inevitable. It 
is easier to raise money for infantile paralysis, 
for instanee, than it is for venereal disease 
control. It is probable that there are impor- 
tant causes such as venereal disease control 
that will always need special help and that 
cannot raise funds as adequately hy popular 
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appeal as do the infantile paralysis, tubereu- 
losis, cancer and other movements. Venereal 
disease efforts may have to find their chief 
support from large givers, or arrangements 
might be made whereby they could share in 
the more generously financed movements. 


‘<3. It is a fact that previous efforts at vol- 
untary health consolidation failed, and for in- 
herent, basic reasons. Such a unification on 
the national level would be contrary to the 
American tradition and possible only in a regi- 
mented society. 


‘*4. It isa fact that there are in our country 
two kinds of people who want the consolida- 
tion of voluntary health agencies and who are 
willing to sacrifice freedom to regimentation 
with the object of economy, efficiency and 
more complete control. The first group is 
composed of that portion of the social work- 
ers, statisticians and community organizers 
who are communistically inclined. The other 
eroup is made up of business executives who 
favor a unification of appeals, who like the 
local community chest idea because it means 
fewer requests for appropriations and because 
it means that actually in most instances they 
and their business will have to give less in 
total than they would if faced with a number 
of separate demands. Actually these two 
groups have the same collective ideology and 
the same desire for organized monopoly.’’ 

Fallacies : 


‘‘1. It isa fallacy to assume that the publie 
is averse to multiple agencies. The individual 
citizen generously supports the ageney or 
agencies in which he is especially interested, 
often because of some personal or family ex- 
perience. During the last few years, when the 
public was supposed to be consciously overbur- 
dened and annoyed, agencies have developed 
more rapidly in number and volume than in 
any equal prior period. Never were so many 
new programs launched. Never have separate 
movements met with such generous financial 
support from the public. The tuberculosis 
seal sale reached an all time high in 1945. The 
infantile paralysis control movement has 
erown by leaps and bounds. Two separate 
national eaneer drives within the last two 
years have raised approximately $8,000,000, 
(Concluded on Page 140) 
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AT LAst 

The American Psychiatrie Association, rep- 
resenting about 4,000 psychiatrists through- 
out the United States and Canada, at its An- 
nual Meeting in Chicago, May 25 - May 30, 
passed the following resolution. 

1. ‘*To set forth the actual status of men- 
tal hospital care of patients throughout the 
country. 

2. ‘‘To state the reasons why deficiencies 
have always existed and have been aggravated 
by war conditions. 

3. ‘‘The American Psychiatrie Association 
will support and take immediate steps to give 
effect to the last three paragraphs in the re- 
port of May 26, namely ; 

‘‘The Committee is in favor of the Ameri- 
can Psychiatrie Association assuming its 
rightful leadership, by taking more positive 
and aggressive steps for achieving success in 
its endeavor. 

‘‘The American public will not consider 





p.yehiatry as a legitimate scientific branch of 
medicine as long as mental patients are treat- 
ed in institutions with a cost of a minimum 
of sixty-five cents per capita per diem and a 
maximum cost of two dollars per capita per 
diem. 

‘*The Committee believes the American 
Psychiatric Association should become more 
realistic and demand that every state mental 
hospital consider a minimum of five dollars 
per capita per diem necessary for the care and 
treatment ot acute, sub-acute and convales- 
cent cases and two dollars and fifty cents per 
capita per diem for the care of various types 
of chronic eases. 

4. ‘*The Council will set-up machinery for 
the inspection and rating of all mental hos- 
pitals; and to bring to the attention of all 
state authorities deficiencies requiring cor- 
rection. 

do. ‘*The Council is also of the opinion that 
by supporting wholeheartedly the Psychiatric 
Foundation the aims of psychiatry as outlined 
will be greatly advanced by the collaboration 
of lay and professional groups. 

6. ‘‘That the American Psychiatrie Asso- 
clation urge general medical and surgical hos- 
pitals to include in their plans for develop- 
ment a psychiatric inpatient service. Such 
publications as the ‘‘ Modern Hospital’’ should 
be requested to carry an editorial on this mat- 
ter in one of their early issues. 

‘‘Kurthermore, that the Council of the 
American Psyehiatrie Association take the 
initiative in gaining the cooperation of the 
American Medical Association and the Amert- 
ean Hospital Association in joint support of 
this recommendation. 

7. ‘*To authorize the Secretary of the 
American Psyehiatrie Association to send 
copies of these resolutions to the authorities 
of each state requesting them to consider the 
above paragraphs prerogative for future im- 
provement of mental hospitals.’’ 

It is our opinion that every physician in 
this state should wholeheartedly approve the 
above and fully support the new approach of 
the American Psychiatrie Association in re- 
gard to the standards and policies of psychia- 
trie hospitals and out-patient clinies. 
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OPPOSES MERGER OF VOLUNTARY 
HEALTH AGENCIES 
(Concluded from Page 137) 
and another one is now being terminated for 


an even larger amount. 


‘*2. It is a fallacy to claim that the trend 


is all toward consolidation. . . . In reality, 
the trend on both the national and the local 
level is definitely away from consolidation. 

‘*3. It is a peculiarly silly fallacy that the 
amount ot funds that the public will make 
available for voluntary health effort can be 
increased by burying the special appeals in an 
anonymous approach. . . . It would be fatal 
for the voluntary health agencies to give up 
their independent, free access to public sup- 
port. 

‘‘4. It is said, we believe fallaciously, that 
socialization in medicine and public health is 
inevitably coming on a national scale as re- 
gards official activities, and that a parallel 
development is therefore essential in the vol- 
untary field. This is a two-barreled fallacy, 
and the trigger is pulled by the same individ- 
uals. The same small group of persons are 


pushing the socialization idea through both 
official and voluntary channels. They work 
behind the scenes for the destruction of 
American institutions of freedom. It is im- 
portant that their aims and activities should 
be understood by us all.”’ 





‘COLD WAVE’ REACTION 

An acid used in the process of hair curling 
known as a ‘‘cold wave’’ has been found to 
produce symptoms of poisoning in allergic 
and anemic persons, according to Lawrence 
H. Cotter, M. D., of New York. 

Writing in the June 15 issue of The Jour- 
nal of the American Medical Association, Dr. 
Cotter, who is from the Department of Medi- 
eine, College of Physicians and Surgeons, 
Columbia University and the Presbyterian 
Hospital in New York, says that the ‘‘ cases in 
which a toxic reaction has been observed ap- 
pear to be on the increase. ’’ 

The author attributes the recent increase in 
cold wave poisoning to the fact that the 
‘‘process is more widely advertised, and 
cheaper, with the result that less skilled oper- 
ators now employ it. Its former high price 
confined its use to a small clientele in the bet- 
ter class establishments. ’’ 


Experience with patients having thiogly- 7 
eolic poisoning indicates, the author says, that x 
‘‘persons suffering from allergies and anemias 
are the most likely victims, but the acid has 
an established affinity for the protein mole- ~ 
cule, and liver damage to some extent may be 
anticipated from prolonged exposure in any 4 
individual.’’ However, in the majority of 
cases recovery occurs without permanent liver — 
damage when the exposure is promptly ter- 4 
minated. 4 

Thioglycolic acid has been used in industry ~ 
as an iron indicator with no reported ill effects — 
on the handlers. 4 

Some of the major symptoms noted among 4 
the patients have been swelling of the face, ~ 
arms and legs, appearance of an itching rash, — 
and loss of hair. 


Dr. Cotter warns that ‘‘at the present time 
an outfit for home use has been out on the ~ 
market, and it should be recognized as a dan- ~ 
ger in unskilled hands, and even in skilled — 
hands to a certain proportion of the beauty 
seekers. ”’ 

Among the several case histories cited by — 
the author is one of a 52-year-old woman who 
‘‘had not handled any thioglycolic acid prepa- 
ration but had a ‘cold wave’ of her own hair. 
As soon as the acid solution was applied she — 
felt an intolerable burning sensation, which — 
persisted for three days in spite of all attempts 
to wash off the acid. She also had severe ~ 
eramps and itching all over the body.’’ A — 
week after receiving a second patch test from | 
her doctor she had swelling of the hands and ~ 
feet and enlargement of the armpit lymph — 
nodes, as well as the itching and burning, and © 
her hair came out in large patches. 4 


When seeri in the laboratory, this woman | 
had dark patches on her skin and denuded ~ 
areas on her sealp. She appeared emaciated ~ 
and nervous. Eventually, the author says, : 
‘‘her symptoms cleared up except for an in- 4 
termittent burning sensation of the sealp.””? 


The author concludes: ‘‘Now that this 4 
product is being sold in the chain stores, its ~ 
indiscriminate use will result in an increased ~ 
incidence of poisonings, many of which are | 
already finding their way to the courts. Ade- 4 
quate labeling and understanding of the dan- ~ 
gers involved are imperative. ’’ q 





